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Introduction

The summer after my first year in medical school, I visited a friend at his home near the
mental institution where both of his parents worked. One afternoon, walking around
the vast, open campus, we fell into conversation with a staff psychiatrist, who told us
about his latest interesting patient.

She was a young woman who had been admitted a few days earlier. While attend-
ing college nearby, she had suddenly become agitated—speaking rapidly and rushing
in a frenzy from one activity to another. After she impulsively sold her nearly new Cor-
vette for $500, her friends had brought her for evaluation.

“Five hundred dollars!” exclaimed the psychiatrist. “That kind of thinking, that’s
schizophrenia!”

Now my friend and I had had just enough training in psychiatry to recognize
that this young woman’s symptoms and course of illness were far more consistent with
an episode of mania than with schizophrenia. We were too young and callow to chal-
lenge the diagnosis of the experienced clinician, but as we went on our way, we each
expressed the fervent hope that this patient’s care would be less flawed than her assess-
ment.

For decades, the memory of that blown diagnosis has haunted me, in part because
it is by no means unique in the annals of mental health lore. Indeed, it wasn’t until
many years later that the first diagnostic manual to include specific criteria (DSM-
I1I) was published. That book has since morphed into the enormous fifth edition of
the Diagnostic and Statistical Manual of Mental Disorders (DSM-5), published by the
American Psychiatric Association.

Everyone who evaluates and treats mental health patients must understand the
latest edition of what has become the world standard for evaluation and diagnosis. But
getting value from DSM-5 requires a great deal of concentration. Written by a com-
mittee with the goal of providing standards for research as well as clinical practice in
a variety of disciplines, it covers nearly every conceivable subject related to mental
health. But you could come away from it not knowing how the diagnostic criteria trans-
late to a real live patient.

I wrote DSM-5 Made Easy to make mental health diagnosis more accessible to

1



2 Introduction

clinicians from all mental health professions. In these pages, you will find descriptions
of every mental disorder, with emphasis on those that occur in adults. With it, you can
learn how to diagnose each one of them. With its careful use, no one today would mis-
take that young college student’s manic symptoms for schizophrenia.

What Have | Done to Make DSM-5 Easy?

Quick Guides. Opening each chapter is a summary of the diagnoses addressed
therein—and other disorders that might afflict patients who complain about similar
problems. It also provides a useful index to the material in that chapter.

Introductory material. The section on each disorder starts out with a brief description
designed to orient you to the diagnosis. It includes a discussion of the major symptoms,
perhaps a little historical information, and some of the demographics—who is likely
to have this disorder, and in what circumstances. Here, I've tried to state that which I
would want to know myself if I were starting out afresh as a student.

Essential Features. OK, that’s the name I've given them in in DSM-5 Made Easy,
but theyTe also known as prototypes. I've used them in an effort to make the DSM-5
criteria more accessible. For years, we working clinicians have known that when we
evaluate a new patient, we don’t grab a list of emotional and behavioral attributes and
start ticking off boxes. Rather, we compare the data we've gathered to the picture we've
formed of the various mental and behavioral disorders. When the data fit an image, we
have an “ahal” experience and pop that diagnosis into our list of differential diagnoses.
(From long experience and conversations with countless other experienced clinicians, I
can assure you that this is exactly how it works.)

Very recently, a study of mood and anxiety disorders” has found that clinicians who
make diagnoses by rating their patients against prototypes perform at least as well as,
and sometimes better than, other clinicians who adhere to strict criteria. That is, it can
be shown that prototypes have validity even greater than that of some DSM diagnostic
criteria. Moreover, prototypes are reported to be usable by clinicians with a relatively
modest level of training and experience; you don't have to be coming off 20 years of
clinical work to have success with prototypes. And clinicians report that prototypes are
less cumbersome and more clinically useful. (However—and I hasten to underscore
this point—the prototypes used in the studies I have just mentioned were generated
from the diagnostic criteria inherent in the DSM criteria.) The bottom line: Sure, we
need criteria, but we can adapt them so they work better for us.

So once you've collected the data and read the prototypes, I recommend that you

“DeFife JA, Peart ], Bradley B, Ressler K, Drill R, Westen D: Validity of prototype diagnosis for mood and
anxiety disorders. JAMA Psychiatry 2013; 70(2): 140—148.
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assign a number to indicate how closely your patient fits the ideal of any diagnoses
you are considering. Here’s the accepted convention: 1 = little or no match; 2 = some
match (the patient has a few features of the disorder); 3 = moderate match (there are
significant, important features of the disorder); 4 = good match (the patient meets the
standard—the diagnosis applies); 5 = excellent match (a classic case). Obviously, the
vignettes I've provided will always match at the 4 or 5 level (if not, why would I use
them as illustrative examples?), so I havent bothered to grade them on the 5-point
scale. But you should do just that with each new patient you interview.

Of course, there may be times you'll want to turn to the official DSM-5 criteria.
One is when you're just starting out, so you can get a picture of the exact numbers of
each type of criteria that officially count the patient as “in.” Another would be when you
are doing clinical research, where you must be able to report that participants were all
selected according to scientifically studied, reproducible criteria. And even as an expe-
rienced clinician, I return to the actual criteria from time to time. Perhaps it’s just to
have in my mind the complete information that allows me to communicate with other
clinicians; sometimes it is related to my writing. But mostly, whether I am with patients
or talking with students, I stick to the prototype method—just like nearly every other
working clinician.

The Fine Print. Most of the diagnostic material included in these sections is what I call
boilerplate. 1 suppose that sounds pejorative, but each Fine Print section actually con-
tains one or more important steps in the diagnostic process. Think of it this way: The
prototype is useful for purposes of inclusion, whereas the boilerplate is useful largely
for the also important exclusion of other disorders and delimitation from normal. The
boilerplate verbiage includes several sorts of stereotyped phrases and warnings, which
as an aid to memory I've dubbed the D’s. (I started out by using “Don’t disregard the
D’s” or similar phrases, but soon got tired of all the typing; so, I eventually adopted “the
D’s” as shorthand.)

Differential diagnosis. Here I list all the disorders to consider as alternatives when
evaluating symptoms. In most cases, this list starts off with substance use disorders
and general medical disorders, which despite their relative infrequency you should
always place first on the list of disorders competing for your consideration. Next
I put in those conditions that are most treatable, and hence should be addressed
early. Only at the end do I include those that have a dismal prognosis, or that you
can't do very much to treat. I call this the safety principle of differential diagnosis.

Distress or disability. Most DSM-5 diagnostic criteria sets require that the patient
experience distress or some form of impairment (in work, social interactions, inter-
personal relations, or something else). The purpose is to ensure that we discrimi-
nate people who are patients from those who, while normal, perhaps have lives
with interesting aspects.
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As best | can tell, distress receives one definition in all of DSM-5 (Campbell’s Psychiat-
ric Dictionary doesn’t even list it). The DSM-5 sections on trichotillomania and excoria-
tion (skin-picking) disorder both describe distress as including negative feelings such as
embarrassment and forfeiture of control. It’s unclear, however, whether the same defini-
tion is employed anywhere else, or what might be the dominant thinking throughout the
manual. But for me, some combination of lost pride, shame, and control works pretty well
as a definition. (DSM-IV didn’t define distress anywhere.)

Duration. Many disorders require that symptoms be present for a certain mini-
mum length of time before they can be diagnosed. Again, this is to ensure that we
don’t go around indiscriminately handing out diagnoses to everyone. For example,
nearly everyone will feel blue or down at one time or another; to qualify for a
diagnosis of a depressive disorder, it has to hang on for at least a couple of weeks.

Demographics. A few disorders are limited to certain age groups or genders.

Coding Notes. Many of the Essential Features listings conclude with these notes, which
supply additional information about specifiers, subtypes, severity, and other subjects
relevant to the disorder in question.

Here you'll find information about specifying subtypes and judging severity for
different disorders. I've occasionally put in a signpost pointing to a discussion of prin-
ciples you can use to determine that a disorder is caused by the use of substances.

Sidebars. To underscore or augment what you need to know, I have sprinkled sidebar
information throughout the text (such as the one above). Some of these merely highlight
information that will help you make a diagnosis quickly. Some contain historical infor-
mation and other sidelights about diagnoses that I've found interesting. Many include
editorial asides—my opinions about patients, the diagnostic process, and clinical mat-
ters in general.

Vignettes. I have based this book on that reliable device, the clinical vignette. As a stu-
dent, I found that I often had trouble keeping in mind the features of diagnosis (such as
it was back then). But once I had evaluated and treated a patient, I always had a mental
image to help me remember important points about symptoms and differential diagno-
sis. T hope that the more than 130 patients T have described in DSM-5 Made Easy will
do the same for you.

Evaluation. This section summarizes my thinking for every patient I've written about.
I explain how the patient fits the diagnostic criteria and why I think other diagnoses
are unlikely. Sometimes I suggest that additional history or medical or psychological
testing should be obtained before a final diagnosis is given. The conclusions stated
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here allow you to match your thinking against mine. There are two ways you can do
this. One is by picking out from the vignette the Essential Features I've listed for each
diagnosis. But when you want to follow the thinking of the folks who wrote the actual
DSM-5, I've also included references (in parentheses) to the individual criteria. If you
disagree with any of my interpretations, I hope you'll e-mail me (morrjame@ohsu.edu).
And for updated information, visit my website: www.guilford.com/jm.

Final diagnosis. Usually code numbers are assigned in the record room, and we don’t
have to worry too much about them. Thats fortunate, for they are sometimes less than
perfectly logical. But to tell the record room folks how to proceed, we need to put all
the diagnostic material that seems relevant into verbiage that conforms to the approved
format. My final diagnoses not only explain how I'd code each patient; they also provide
models to use in writing up the diagnoses for your own patients.

Tables. I've included a number of tables to try to give you an overall picture of various
topics—the variety of specifiers that apply across different diagnoses, a list of physi-
cal disorders that can produce emotional and behavioral symptoms. Those that are of
principal use in a given chapter I've included in that chapter. A few, which apply more
generally throughout the book, you'll find in the Appendix.

My writing. Throughout, I've tried to use language that is as simple as possible. My goal
has been to make the material sound as though it was written by a clinician for use with
patients, not by a lawyer for use in court. Wherever I've failed, I hope you will e-mail
me to let me know. At some point, I'll try to put it right, either in a future edition or on
my website (or both).

Structure of DSM-5 Made Easy

The first 18 chapters” of this book contain descriptions and criteria for the major men-
tal diagnoses and personality disorders. Chapter 19 comprises information concerning
other terms that you may find useful. Many of these are Z-codes (ICD-9 calls them
V-codes), which are conditions that are not mental disorders but may require clini-
cal attention anyway. Most noteworthy are the problems people with no actual mental
disorder have in relating to one another. (Occasionally, you might even list a Z-code/V-
code as the reason a patient was referred for evaluation.) Also described here are codes
that indicate medications effects, malingering, and the need for more diagnostic infor-
mation.

*OK, I cheated a little. DSM-5 actually has 19, but for ease of description, I combined the two mood disor-
der chapters into one (which is how they were in DSM-1V). However, no confusion should result; DSM-5
doesn’t number its chapters, anyway.
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Chapter 20 contains a very brief description of diagnostic principles, followed by
some additional case vignettes, which are generally more complicated than those pre-
sented earlier in the book. I've annotated these case histories to help you to review the
diagnostic principles and criteria covered previously. Of course, I could include only a
small fraction of all DSM-5 diagnoses in this section.

Throughout the book, I have tried to give you clinically relevant and accessible
information, written in simple, declarative sentences that describe what you need to
know in diagnosing a patient.

Quirks

Here are a few comments regarding some of my idiosyncrasies.

Abbreviations. T'll cop to using some nonstandard abbreviations, especially for the
names of disorders. For example, BPsD (for brief psychotic disorder) isn’t something
you'll read elsewhere, certainly not in DSM-5. I've used it and others for the sake of
shortening things up just a bit, and thus perhaps reducing ever so slightly the amount
of time it takes to read all this stuff. I use these ad hoc abbreviations just in the sections
about specific disorders, so don’t worry about having to remember them longer than the
time youre reading about these disorders. Indeed, I can think of two disorders that are
sometimes abbreviated CD and four that are sometimes abbreviated SAD, so always
watch for context.

My quest for shortening has also extended to the chapter titles. In the service of
seeming inclusive, DSM-5 has sometimes overcomplicated these names, in my view.
So you'll find that I've occasionally (not always—I've got my obsessive—compulsive dis-
order under control!) shortened them up a bit for convenience. You shouldn’t have any
problem knowing where to turn for sleep disorders (which DSM-5 calls sleep—wake
disorders), mood disorders (bipolar and related disorders plus depressive disorders),
psychotic (schizophrenia spectrum and other psychotic) disorders, cognitive (neurocog-
nitive) disorders, substance (substance-related and addictive) disorders, eating (feeding
and eating) disorders, and various other disorders from which I've simply dropped and
related from the official titles. Similarly, I've sometimes dropped the /medication from
substance/medication-induced [just about anything].

{Curly braces}. I've used these in the Essential Features and in some tables to indicate
when there are two mutually exclusive specifier choices, such as {with}{without} good
prognostic features. Again, it just shortens things up a bit.

Severity specifiers. One of the issues with DSM-5 is its use of complicated severity
specifiers that differ from one chapter to another, and sometimes from one disorder to
the next. Some of these are easier to use than others.

For example, for the psychoses, we are offered the Clinician-Rated Dimensions of
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Psychosis Symptom Severity (CRDPSS?), which asks us to rate on a 5-point scale, based
on the past 7 days, each of eight symptoms (the five psychosis symptoms of schizophre-
nia [p. 58] plus impaired cognition, depression, and mania); there is no overall score,
only the eight individual components, which we are encouraged to rate again every
few days. My biggest complaint about this scale, apart from its complexity and the time
required, is that it gives us no indication as to overall functioning—only the degree to
which the patient experiences each of the eight symptoms. Helpfully, DSM-5 informs
us that we are allowed to rate the patient “without using this severity specifier,” an offer
that many clinicians will surely rush to accept.

Evaluating functionality. Whatever happened to the Global Assessment of Function-
ing (GAF)? In use from DSM-ITI-R through DSM-IV-TR, the GAF was a 100-point
scale that reflected the patient’s overall occupational, psychological, and social func-
tioning—but not physical limitations or environmental problems. The scale specified
symptoms and behavioral guidelines to help us determine our patients’ GAF scores.
Perhaps because of the subjectivity inherent in this scale, its greatest usefulness lay in
tracking changes in a patient’s level of functioning across time. (Another problem: It was
a mash-up of severity, disability, suicidality, and symptoms.)

However, the GAF is now G-O-N-E, eliminated for several reasons (as described
in a 2013 talk by Dr. William Narrow, research director for the DSM-5 Task Force). Dr.
Narrow (accurately) pointed out that the GAF mixed concepts (psychosis with suicidal
ideas, for example) and that it had problems with interrater reliability. Furthermore,
what’s really wanted is a disability rating that helps us understand how well a patient
can fulfill occupational and social responsibilities, as well as generally participate in
society. For that, the Task Force recommends the World Health Organization Dis-
ability Assessment Schedule, Version 2.0 (WHODAS 2.0), which was developed for use
with clinical as well as general populations and has been tested worldwide. DSM-5
gives it on page 747; it can also be accessed online (www.who.int/classifications/icf]
whodasii/en/). It is scored as follows: 1 = none, 2 = mild, 3 = moderate, 4 = severe,
and 5 = extreme. Note that scoring systems for the two measures are reciprocal; a high
GAF score more or less equates with a low WHODAS 2.0 rating.

After quite a bit of experimentation, I decided that the WHODAS 2.0 is so heav-
ily weighted toward physical abilities that it poorly reflects the qualities mental health
clinicians are interested in. Some of the most severely ill mental patients received a
only a moderate WHODAS 2.0 score; for example, Velma Dean (p. 90) scored 20 on
the GAF but 1.6 on the WHODAS 2.0. In addition, calculation of the WHODAS 2.0
score rests on the answers given by the patient (or clinician) to 36 questions—a burden
of data collection that many busy professionals will not be able to carry. And, because
these answers cover conditions over the previous month, the score cannot accurately
represent patients with rapidly evolving mental disorders. The GAF, on the other hand,
is a fairly simple (if subjective) way to estimate severity.

So, after much thought, I've decided not to recommend the WHODAS 2.0 after all.
(Anyone who is interested in further discussion can write to me; I'll be happy to send
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along a chart that compares the GAF with the WHODAS 2.0 for every patient men-
tioned in this book.) Rather, here’s my fix as regards evaluating function and severity,
and it’s the final quirk T'll mention: Go ahead and use the GAF. Nothing says that we
cant, and I find it sometimes useful for tracking a patient’s progress through treatment.
It's quick, easy (OK, it’s also subjective), and free. You can specify the patient’s current
level of functioning, or the highest level in any past time frame. You'll find it in the
Appendix of this book.

Using This Book

There are several ways in which you might use DSM-5 Made Easy.

Studying a diagnosis. Of course, you might go about this in several ways, but here’s
how I'd do it. Scan the introductory information for some background, then read
the vignette. Next, compare the information in the vignette to the Essential Fea-
tures, to assure yourself that you can pick out what’s important diagnostically. If
you want to see how well the vignettes fit the actual DSM-5 criteria, read through
the vignette evaluations; there I've touched upon each of the important diagnostic
points. In each evaluation section, you'll also find a discussion of the differential
diagnosis, as well as some other conditions often found in association with the
disorder in question.

Evaluating a patient whose diagnosis you think you know. Read through the
Essential Features, then check the information you have on this patient against
the prototype. Assign a 1-5 score, using the key given above (p. 3). Check through
the D’s to make sure you've considered all disqualifying information and relevant
alternative diagnoses. If all's well and you've hit the mark, I'd also read through the
evaluation section of the relevant vignette, just to make sure you've understood the
criteria. Then you might want to read the introductory material for background.

Evaluating a new patient. Follow the sequence given just above, with one excep-
tion: After identifying one of several areas of clinical interest as a diagnostic pos-
sibility—let’s say an anxiety disorder—you might want to start with the Quick
Guide in the relevant chapter. There you will find capsule statements (too brief
even to be called summaries) that might direct you to one or more disorders to
consider further. Some patients will have problems in a number of areas, so you
may have to explore several chapters to select all of the right diagnoses. Chapter 20
provides some additional pointers on diagnostic strategy.

Getting the broader view. Finally, there are a lot of disorders out there. Many
will be familiar to you, but for others your information may be a little sketchy. So
just reading through the book and hitting the high points (perhaps sampling the
vignettes) may load your quiver with a few new diagnostic arrows. I hope that



Code Numbers 9

eventually you'll read the entire book. Besides introducing you to a lot of mental
disorders, it should also give you a feel for how a diagnostician might approach an
array of clinical problems.

Whatever course you take, I recommend that you confine your reading to rela-
tively short segments. I have done my best to simplify the criteria and to explain the
reasoning behind them. But if you consider more than a few diagnoses at a time, they’ll
probably begin to run together in your mind. I also recommend one other step to help
you learn faster: After you have read through a vignette, go back and try to pick out each
of the Essential Features before you look at my evaluation. You will retain the material
better if you actively match the case history information with these features than if you
just rely on passively absorbing what T have written.

Code Numbers

I'm afraid we've been played a rough trick as regards the code numbers we use. DSM-5
came out just as the 10th revision of the International Classification of Diseases (ICD-
10) was about to be brought into full play in the United States. (For years, it has already
been in use elsewhere in the world.) So at the time of DSM-5s publication, the old
ICD-9" was still in use. The change-over is currently scheduled for October 1, 2014.
DSM-5 has printed the ICD-10 code numbers for diagnoses in parentheses. I assume
that readers will be using the book for many years, so I've given the ICD-10 versions
pride of place, with the old numbers indicated in square brackets. Here’s an example:

F40.10 [300.23] Social anxiety disorder

However, we'll probably be translating back and forth between ICD-9 and ICD-10 for
another decade or so.

One feature of ICD-10 codes is that they are much more complete than was true
for ICD-9. That serves us well for accurate identification, retrieval of information for
research, and other informational purposes. But it increases the number of, um, num-
bers we have to be familiar with. Mostly, T've tried to include what you need to know
along with the diagnostic information associated with each disorder I discuss. Some of
this information is so extensive and complex that I have condensed it into one or two
tables. Most notable of these is Table 15.2 in Chapter 15, which gives the ICD-10 code
numbers for substance-related mental disorders.

“Technically, both ICDs are a version called CM (for Clinical Modification)—hence ICD-9-CM and ICD-
10-CM. I'll use the CM versions here, but I'm going to avoid the extra typing labor. So I refer just to ICD-
10, period.
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Using the DSM-5 Classification System

After decades of DSM advocacy for five axes on which to record the biopsychosocial
assessment of our patients, DSM-5 has at last taken the ultimate step—and reversed
course completely. Now all mental, personality, and physical disorders are recorded in
the same place, with the principal diagnosis mentioned first. When you've made a “due
to” diagnosis (such as catatonic disorder due to tuberous sclerosis), the ICD convention
is to list first the physical disease process. The actual reason for the visit comes second,
with the parenthetical statement (reason for visit) or (principal diagnosis) appended.
I'm not sure just how often clinicians will adhere to this convention. Many will reason,
I suspect, that this is a medical records issue and pay it no further mind. In any event,
here is how you can write up the diagnosis.

Obviously, you need to record every mental diagnosis. Nearly every patient will
have at least one of these, and many will have two or more. For example, imagine that
you have a patient with two diagnoses: bipolar I disorder and alcohol use disorder.
(Note, incidentally, that I've followed DSM-5’s refreshing new style, which is to aban-
don the previous, somewhat Germanic practice of capitalizing the names of specific
diagnoses.) Following the DSM-5 convention, first list the diagnosis most responsible
for the current evaluation.

Suppose that, while evaluating the social anxiety disorder, you discovered that
your patient also was drinking enough alcohol to qualify for a diagnosis of mild alcohol
use disorder. Then the diagnosis should read:

F40.10 [300.23] Social anxiety disorder
F10.10 [305.00] Alcohol use disorder, mild

In this example, the first diagnosis would have to be social anxiety disorder (that’s
why the patient sought treatment). And of course, if the alcohol use was what had
prompted the evaluation, you'd reverse the places for the two diagnoses.

DSM-IV required a separate location (the notorious Axis IT) for the personality
disorders and what was then called mental retardation. The purpose was to give special
status to these lifelong attributes and to help ensure that they would not be ignored
when we were dealing with our patients” often more pressing major pathology. But the
logic of the division wasn't always impeccable—so, partly to coordinate its approach
with how the rest of the world now views mental disorders, DSM-5 has done away with
axes. In any event, personality disorders and mental retardation (or intellectual disabil-
ity, as it now is) are included right along with all other diagnoses, mental and physical. I
think that this is a good thing, though, like all change, it'll take a little while for us older
clinicians to get used to it. It also means that material such as a patient’s GAF score (or
WHODAS 2.0 rating, should you opt to use it) will have to be placed in the body of your
summary statement.
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An Uncertain Diagnosis

When youTe not sure whether a diagnosis is correct, consider using the DSM-5 quali-
fier (provisional). This term may be appropriate if you believe that a certain diagnosis
is correct, but you lack sufficient history to support your impression. Or perhaps it is
still early in the course of your patient’s illness, and you expect that more symptoms
will develop shortly. Or you may be waiting for laboratory tests to confirm the presence
of another medical condition that you suspect underlies your patient’s illness. Any of
these situations could warrant a provisional diagnosis. A couple of DSM-5 diagnoses—
schizophreniform psychosis and brief psychotic disorder—require you to append (pro-
visional) if the symptoms have not yet resolved. But you could use this term in just
about any situation where it seems that safe diagnostic practice warrants it.

What about a patient who comes very close to meeting full criteria, who has been ill for
a long time, who has responded to treatment appropriate for the diagnosis, and who has
a family history of the same disorder? Such a patient deserves a definitive diagnosis,
even though the criteria are not quite met. That’s one reason I've gone over to the use of
prototypes. After all, diagnoses are not decided by the criteria; diagnoses are decided by
clinicians, who use criteria as guidelines. That’s guidelines, as in “help you,” not shackles,
as in “restrain you.”

Actually, DSM-5 has provided another way to list a diagnosis that seems uncertain:
“other specified [name of] disorder.” This allows you to put down the name of the category
along with the specific reason you find the patient doesn’'t meet criteria for the diagnosis.
For a patient who has a massive hoard of useless material in the house, but who has suf-
fered no distress or disability, you could record “other specified hoarding disorder, lack of
distress or impairment.”

I'll bet we’d both be interested to learn just how often this option gets exercised.

Indicating Severity of a Disorder

DSM-5 includes specific severity specifiers for many diagnoses. They are generally
pretty self-explanatory, and I've usually tried to boil them down just a bit, for the sake of
your sanity and mine. DSM-IV provided the GAF as a generic way to indicate severity;
I've already indicated above that I'd like to continue using it.

Other Specifiers

Many disorders include specifiers indicating a wide variety of information—with (or
without) certain defined accompanying symptoms; current degrees of remission; and
course features such as early (or late) onset or recovery, either partial or full. Some of
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these specifiers require additional code numbers; some are just a matter of added ver-
biage. Add as many of these as seem appropriate. Each one potentially helps the next
clinician understand that patient just a little better.

Physical Conditions and Disorders

Physical illness may have a direct bearing on the patient’s mental diagnoses; this is
especially true of the cognitive disorders. In other cases, physical illness may affect (or
be affected by) the management of a mental disorder. An example would be hyperten-
sion in a psychotic patient who believes that the medication has been poisoned. (Some
of this stuff is formalized in the diagnosis of psychological factors affecting other men-
tal conditions; see Chapter 8, p. 266.) In any event, whereas physical disorders used
to have their own axis, that’s no longer the case either. In fact, the ICD-10 recording
scheme requires that when a mental disorder is due to a physical condition, the physical
condition must be listed first.

Psychosocial and Environmental Problems

You can report certain environmental or other psychosocial events or conditions that
might affect the diagnosis or management of your patient. These may have been caused
by the mental disorder, or they may be independent events. They should have occurred
within the year prior to your evaluation. If they occurred earlier, they must have con-
tributed to the development of the mental disorder or must be a focus of treatment.
DSM-5 requires that we use ICD-10 Z-codes (or ICD-9 V-codes) for the problems we
identify. I've given a reasonably complete list of those available in Chapter 19. When
stating them, be as specific as possible. You'll find plenty of examples scattered through-
out the text.

Just What Is a Mental Disorder?

There are many definitions of mental disorder, none of which is both accurate and
complete. Perhaps this is because nobody vet has adequately defined the term abnor-
mal. (Does it mean that the patient is uncomfortable? Then many patients with manic
episodes are not abnormal. Is abnormal that which is unusual? Then highly intelligent
people are abnormal.)

The authors of DSM-5 provide the definition of mental disorder that they used to
help them to decide whether to include a diagnosis in their book. Paraphrased, here it
is:

A mental disorder is a clinically important syndrome; that is, it's a collection of
symptoms (these can be behavioral or psychological) that causes the person dis-
ability or distress in social, personal, or occupational functioning.
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The symptoms of any disorder must be something more than an expected reaction to
an everyday event, such as the death of a relative. Behaviors that primarily reflect a
conflict between the individual and society (for example, fanatic religious or political
ideology) are not usually considered mental disorders.

A number of additional points about the criteria for mental disorders bear empha-
sizing:

1. Mental disorders describe processes, not people. This point is made explicit to
address the fears of some clinicians that by using the criteria, they are somehow
“pigeonholing people.” Patients with the same diagnosis may be quite different
from one another in many important aspects, including symptoms, personal-
ity, other diagnoses they may have, and the many distinctive aspects of their
personal lives that have nothing at all to do with their emotional or behavioral
condition.

2. To adegree, some of what’s abnormal, and of course far more that isn't, is deter-
mined by an individual’s culture. Increasingly, we are learning to take culture
into account when defining disorders and evaluating patients.

3. Don't assume that there are sharp boundaries between disorders, or between
any disorder and so-called “normality.” For example, the criteria for bipolar I
and bipolar II disorders clearly set these two disorders off from one another
(and from people who have neither). In reality, all bipolar conditions (and prob-
ably lots of others) are likely to fit somewhere along a continuum.

4. The essential difference between a physical condition such as pneumonia or
diabetes, and mental disorders such as schizophrenia and bipolar I disorder, is
that we know what causes pneumonia or diabetes. However, either mental dis-
order could turn out to have a physical basis; perhaps we just haven't yet found
it. In operational terms, the difference between physical and mental disorders
is that the former are not the subjects of DSM-5 or of DSM-5 Made Easy.

5. Basically, DSM-5 follows the medical model of illness. By this, I don’t mean
that it recommends the prescription of medication. I mean that it is a descrip-
tive work derived (largely) from scientific studies of groups of patients who
appear to have a great deal in common, including symptoms, signs, and life
course of their disease. Inclusion is further justified by follow-up studies, which
show that people belonging to these groups have a predictable course of illness
months, or sometimes years, down the road.

6. With a few exceptions, DSM-5 makes no assumptions about the etiology of most
of these disorders. This is the famous “atheoretical approach” that has been
much praised and criticized. Of course, most clinicians would agree about the
cause of some mental disorders (neurocognitive disorders, such as neurocogni-
tive disorder due to Huntington’s disease or with Lewy bodies, come to mind).
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The descriptions of the majority of DSM-5 diagnoses will be well accepted by
clinicians whose philosophical perspectives include social and learning theory,
psychodynamics, and psychopharmacology.

Some Warnings

In defining mental health disorders, several warnings seem worth repeating:

1. The fact that the manual omits a disorder doesn’t mean that it doesn’t exist.

Until now, with each new edition of the DSM, the number of listed mental
disorders has increased. Depending on how you measure these things, DSM-5
appears to be an exception. On the one hand, it contains close to 600 codable
conditions—nearly double the number included in its predecessor, DSM-IV-
TR.” On the other hand, DSM-5 contains some 157 main diagnoses (by my
count, 155), an overall reduction of about 9%. This feat was achieved through
a fair amount of lumping conditions under one title (as occurred, for example,
in the sleep—wake disorders chapter). However, there are probably still more

conditions out there, waiting to be discovered. Prepare to invest in DSM-6 and
DSM-6 Made Easy.

. Diagnosis isn’t for amateurs. Owning a set of prototypes is no substitute for pro-

fessional training in interview techniques, diagnosis, and the many other skills
that a mental health clinician needs. DSM-5 states—and I agree—that diagno-
sis consists of more than just checking off the boxes on a bunch of symptoms. It
requires education, training, patience, and yes, patients (that is, the experience
of evaluating many mental health patients).

. DSM-5may notbe uniformly applicable to all cultures. These criteria are derived

largely from studies of North American and European patients. Although the
DSMs have been widely used with great success throughout the world, it is not
assured that mental disorders largely described by North American and Euro-
pean clinicians will translate to other languages and other cultures. We should
be wary of diagnosing pathology in patients who may express unusual beliefs
that may be widely held in ethnic or other subcultures. An example would be
a belief in witches once prevalent among certain Native Americans. Beginning
on page 833 of DSM-5, you'll find a list of specific cultural syndromes.

. DSM-5 isn’t meant to have the force of law. Its authors recognize that the defi-

nitions used by the judicial system are often at odds with scientific require-

“To be fair, the vast bulk of the increase is due not to new disorders, but to ever-thinner slices of the origi-
nal pie, served up with new numbers that reflect DSM-5’s (and ICD-10%) finer diagnostic distinctions.
Especially well represented are the now nearly 300 ways to say “substance/medication-induced this or
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ments. Thus having a DSM-5 mental disorder may not exempt a patient from
punishment or other legal restrictions on behavior.

5. Finally, the diagnostic manual is only as good as the people who use it. Late
in his career, George Winokur, one of my favorite professors in medical school
(and my first boss once I got out of training), co-wrote a brief paper” that inves-
tigated how well the DSM (at that time, it was DSM-III) assured consistency of
diagnosis. Even among clinicians at the same institution with similar diagnostic
approaches, it turned out, there were problems. Winokur et al. especially called
attention to the amount of time expended on making a mental health diagnosis,
to systematic misinterpretations of criteria, and to nonsystematic misreadings
of the criteria. They concluded, “The Bible may tell us so, but the criteria don't.
They are better than what we had, but they are still a long way from perfect.”
In DSM-5, those statements are still true.

The Patients

Many of the patients I've described in the vignettes are composites of several people 1
have known; some I've reported just as I knew them. In every instance, though (except
the very few in which I have used actual well-known persons), I have tweaked the vital
information to protect identities, to provide additional data, and sometimes just to add
interest. Of course, the vignettes do not present all of the features of the diagnoses they
are meant to illustrate, but then hardly any patient does. My intention has been, rather,
to convey the flavor of each disorder.

Although T have provided over 130 vignettes to cover most of the major DSM-5
conditions, you'll notice some omissions. For one thing, there are just too many of them
to illustrate every possible substance-related mood, psychotic, and anxiety disorder—
that would occupy a book twice the length of this one. For disorders that begin in
early life (Chapter 1), I have included vignettes and discussion only when a condition is
also likely to be encountered in an adult. Specifically, these are intellectual disability,
attention-deficit/hyperactivity disorder, autism spectrum disorder, and Tourette’s dis-
order. However, you will find prototypes and brief introductory discussions for all dis-
orders that begin during the neurodevelopmental period. DSM-5 Made Easy therefore
contains diagnostic material pertinent to all DSM-5 mental disorders.

*Winokur G, Zimmerman M, Cadoret R: ‘Cause the Bible tells me so. Arch Gen Psychiatry 1988; 45(7):
683-684.






Neurodevelopmental Disorders

In earlier DSMs, the name of this chapter was even more of a mouthful: “Disorders
Usually First Evident in Infancy, Childhood, or Adolescence.” Now the focus is on the
individual during the formative period, when the development of the nervous system
takes place, hence, and logically enough, neurodevelopmental. However, DSM-5 Made
Easy emphasizes the evaluation of older patients—Ilater adolescence to maturity, and
beyond. For that reason, I've taken some liberties in arranging the conditions discussed
in this chapter—placing those that I discuss at length at the beginning, and listing later
just the prototypes (with some discussion) for others.

Of course, many of the disorders considered in subsequent chapters can be first
encountered in children or young adolescents; anorexia nervosa and schizophrenia are
two examples that spring to mind. Conversely, many of the disorders discussed in this
chapter can continue to cause problems for years after a child has grown up. But only
a few commonly occupy clinicians who treat adults. For the remainder of the disorders
DSM-5 includes in its first chapter, I provide introductions and Essential Features, but
no illustrative case example.

Quick Guide to the Neurodevelopmental Disorders

In every Quick Guide, the page number following each item always refers to the point at
which a discussion of it begins. Also mentioned below, just as in any other competent dif-
ferential diagnosis, are various conditions arising in early life that are discussed in other
chapters.

Autism and Intellectual Disability

Intellectual disability. This condition usually begins in infancy; people with it have low intel-
ligence that causes them to need special help in coping with life (p. 20).

Borderline intellectual functioning. This term indicates persons nominally ranked in the 1Q
range of 71-84 who do not have the coping problems associated with intellectual disability
(p. 598).
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Autism spectrum disorder. From early childhood, the patient has impaired social interactions
and communications, and shows stereotyped behaviors and interests (p. 26).

Global developmental delay. Use when a child under the age of 5 seems to be falling behind
developmentally but you cannot reliably assess the degree (p. 26).

Unspecified intellectual disability. Use this category when a child 5 years old or older cannot
be reliably assessed, perhaps due to physical or mental impairment (p. 26).

Communication and Learning Disorders

Language disorder. A child’s delay in using spoken and written language is characterized by
small vocabulary, grammatically incorrect sentences, and/or trouble understanding words
or sentences (p. 46).

Social (pragmatic) communication disorder. Despite adequate vocabulary and the ability to
create sentences, these patients have trouble with the practical use of language; their con-
versational interactions tend to be inappropriate (p. 49).

Speech sound disorder. Correct speech develops slowly for the patient’s age or dialect (p. 47).

Childhood-onset fluency disorder (stuttering). The normal fluency of speech is frequently
disrupted (p. 47).

Selective mutism. A child chooses not to talk, except when alone or with select intimates.
DSM-5 lists this as an anxiety disorder (p. 187).

Specific learning disorder. This may involve problems with reading (p. 51), mathematics
(p. 51), or written expression (p. 52).

Academic or educational problem. This Z-code is used when a scholastic problem (other than
a learning disorder) is the focus of treatment (p. 591).

Unspecified communication disorder. Use for communication problems where you haven't
enough information to make a specific diagnosis (p. 54).

Tic and Motor Disorders

Developmental coordination disorder. The patient is slow to develop motor coordination;
some also have attention-deficit/hyperactivity disorder or learning disorders (p. 43).

Stereotypic movement disorder. Patients repeatedly rock, bang their heads, bite themselves,
or pick at their own skin or body orifices (p. 44).

Tourette’s disorder. Multiple vocal and motor tics occur frequently throughout the day in
these patients (p. 39).
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Persistent (chronic) motor or vocal tic disorder. A patient has either motor or vocal tics, but
not both (p. 42).
Provisional tic disorder. Tics occur for no longer than 1 year (p. 42).

Other or unspecified tic disorder. Use one of these categories for tics that do not meet the
criteria for any of the preceding (p. 43).

Attention-Deficit and Disruptive Behavior Disorders

Attention-deficit/hyperactivity disorder. In this common condition (usually abbreviated as
ADHD), patients are hyperactive, impulsive, or inattentive, and often all three (p. 33).

Other specified (or unspecified) attention-deficit/hyperactivity disorder. Use these catego-
ries for symptoms of hyperactivity, impulsivity, or inattention that do not meet full criteria
for ADHD (p. 38).

Oppositional defiant disorder. Multiple examples of negativistic behavior persist for at least
6 months (p. 380).

Conduct disorder. A child persistently violates rules or the rights of others (p. 381).

Disorders of Eating, Sleeping, and Elimination

Pica. The patient eats material that is not food (p. 288).

Rumination disorder. There is persistent regurgitation and chewing of food already eaten
(p. 289).

Encopresis. At age 4 years or later, the patient repeatedly passes feces into clothing or onto
the floor (p. 294).

Enuresis. At age 5 years or later, there is repeated voiding of urine (it can be voluntary or
involuntary) into bedding or clothing (p. 293).

Non-rapid eye movement sleep arousal disorder, sleep terror type. During the first part of
the night, these patients cry out in apparent fear. Often they don’t really wake up at all. This
behavior is considered pathological only in adults, not children (p. 333).

Other Disorders or Conditions That Begin
in the Developmental Period

Parent—child relational problem. This Z-code is used when there is no mental disorder, but a
child and parent have problems getting along (for example, overprotection or inconsistent
discipline) (p. 589).

Sibling relational problem. This Z-code is used for difficulties between siblings (p. 590).
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Problems related to abuse or neglect. A variety of Z-codes can be used to cover difficulties
that arise from neglect or from physical or sexual abuse of children (p. 594).

Disruptive mood dysregulation disorder. A child's mood is persistently negative between
severe temper outbursts (p. 149).

Separation anxiety disorder. The patient becomes anxious when apart from parent or home
(p. 188).

Posttraumatic stress disorder in preschool children. Children repeatedly relive a severely
traumatic event, such as car accidents, natural disasters, or war (p. 223).

Gender dysphoria in children. A boy or girl wants to be of the other gender (p. 374).

Factitious disorder imposed on another. A caregiver induces symptoms in someone else,
usually a child, with no intention of material gain (p. 269).

Other specified (or unspecified) neurodevelopmental disorder. These categories serve for
patients whose difficulties don’t fulfill criteria for one of the above disorders (pp. 53-54).

Autism and Intellectual Disability

Intellectual Disability (Intellectual Developmental Disorder)

Individuals with intellectual disability (ID), formerly called mental retardation, have
two sorts of problems, one resulting from the other. First, there’s a fundamental deficit
in their ability to think. This will be some combination of problems with abstract think-
ing, judgment, planning, problem solving, reasoning, and general learning (whether
from academic study or from experience). Their overall intelligence level, as deter-
mined by a standard individual test (not one of the group tests, which tend to be less
accurate), will be markedly below average. In practical terms, this generally means an
IQ of less than 70. (For infants, you can only subjectively judge intellectual functioning.)

Most people with such a deficit need special help to cope. This need defines the
other major requirement for diagnosis: The patient’s ability to adapt to the demands
of normal life—in school, at work, at home with family—must be impaired in some
important way. We can break down adaptive functioning into three areas: (1) the con-
ceptual, which depends on language, math, reading, writing, reasoning, and memory
to solve problems; (2) the social, which includes deploying such abilities as empathy,
communication, awareness of the experiences of other people, social judgment, and
self-regulation; and (3) the practical, which includes regulating behavior, organizing
tasks, managing finances, and managing personal care and recreation. How well these
adaptations succeed depends on the patient’s education, job training, motivation, per-
sonality, support from significant others, and of course intelligence level.
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By definition, ID begins during the developmental years (childhood and adoles-
cence). Of course, in most instances the onset is at the very beginning of this period—
usually in infancy, often even before birth. If the behavior begins at age 18 or after, it
is often called a major neurocognitive disorder (dementia); of course, dementia and ID
can coexist. Diagnostic assessment must be done with caution, especially in younger
children who may have other problems that interfere with accurate assessment. Some
of these patients, once they have overcome, for example, sensory impairments of hear-
ing or vision, will no longer appear intellectually challenged.

Various behavioral problems are commonly associated with ID, but they don't
constitute criteria for diagnosis. Among them are aggression, dependency, impulsiv-
ity, passivity, self-injury, stubbornness, low self-esteem, and poor frustration tolerance.
Gullibility and naiveté can lead to risk for exploitation by others. Some patients with
ID also suffer from mood disorders (which often go undiagnosed), psychotic disorders,
poor attention span, and hyperactivity. However, many others are placid, loving, pleas-
ant people whom others find enjoyable to live and associate with.

Although many patients with ID appear normal, others have physical characteris-
tics that seem obvious, even to the untrained observer. These include short stature, sei-
zures, hemangiomas, and malformed eyes, ears, and other parts of the face. A diagnosis
of ID is likely to be made earlier when there are associated physical abnormalities (such
as those associated with Down syndrome). ID affects about 1% of the general popula-
tion. Males outnumber females roughly 3:2.

The many causes of ID include genetic abnormalities, chemical effects, structural
brain damage, inborn errors of metabolism, and childhood disease. An individual’s ID
may have biological or social causes, or both. Some of these etiologies (with the approxi-
mate percentages of all patients with ID they represent) are given below:

Genetic causes (about 5%). Chromosomal abnormalities, Tay—Sachs, tuberous
sclerosis.

Early pregnancy factors (about 30%). Trisomy 21 (Down syndrome), maternal
substance use, infections.

Later pregnancy and perinatal factors (about 10%). Prematurity, anoxia, birth
trauma, fetal malnutrition.

Acquired childhood physical conditions (about 5%). Lead poisoning, infections,
trauma.

Environmental influences and mental disorders (about 20%). Cultural depriva-
tion, early-onset schizophrenia.

No identifiable cause (about 30%).

Though measurement of intelligence no longer figures in the official DSM-5 crite-
ria, in the prototypes below I have included IQ ranges to provide some anchoring for
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the several severity specifiers. However, remember that adaptive functioning, not some
number on a page, is what determines the actual diagnosis given to any individual.

Even individually administered 1Q tests will have a few points of error. That’s one reason
why patients with measured 1Qs as high as 75 can sometimes be diagnosed as having ID:
They still have problems with adaptive functioning that help define the condition. On the
other hand, an occasional person with an IQ of less than 70 may function well enough not
to qualify for this diagnosis. In addition, cultural differences, illness, and mental set can all
affect the accuracy of 1Q testing.

Interpretation of 1Q scores also must consider the possibility of scatter (better perfor-
mance on verbal tests than on performance tests, or vice versa), as well as physical, cul-
tural, and emotional disabilities. These factors are not easy to judge; some test batteries
may require the help of a skilled psychometrist. Such factors are among the reasons why
definitions of ID have moved away from relying solely on the results of IQ testing.

Essential Features of Intellectual Disability

From their earliest years, people with ID are in cognitive trouble. Actually, it’s trouble
of two sorts. First, as assessed both clinically and with formal testing, they have dif-
ficulty with cognitive tasks such as reasoning, making plans, thinking in the abstract,
making judgments, and learning from formal studies or from life's experiences. Both
clinical judgment and the results of one-on-one intelligence tests are required to
assess intellectual functioning. Second, their cognitive impairment leads to difficulty
adapting their behavior so that they can become citizens who are independent and
socially accountable. These problems occur in communication, social interaction, and
practical living skills. To one degree or another, depending on severity, they affect
the patient across multiple life areas—family, school, work, and social relations.

F70 [317] Mild. As children, these individuals learn slowly and lag behind school-
mates, though they can be expected to attain roughly sixth-grade academic skills by
the time they are grown. As they mature, deficiencies in judgment and solving prob-
lems cause them to require extra help managing everyday situations—and personal
relationships may suffer. They usually need help with such tasks as paying their bills,
shopping for groceries, and finding appropriate accommodations. However, many
work independently, though at jobs that require relatively little cognitive involve-
ment. Though memory and the ability to use language can be quite good, these
patients become lost when confronted with metaphor or other examples of abstract
thinking. 1Q typically ranges from 50 to 70. They constitute 85% of all patients with
ID.
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F71 [318.0] Moderate. When they are small children, these individuals’ differences
from nonaffected peers are marked and encompassing. Though they can learn to
read, to do simple math, and to handle money, language use is slow to develop
and relatively simple. Far more than mildly affected individuals do, in early life they
need help in learning to provide their own self-care and engage in household tasks.
Relationships with others (even romantic ones) are possible, though they often don’t
recognize the cues that govern ordinary personal interaction. Although they require
assistance making decisions, they may be able to work (with help from supervisors
and co-workers) at relatively undemanding jobs, typically at sheltered workshops. 1Q
will range from the high 30s to low 50s. They represent about 10% of all patients
with ID.

F72 [318.1] Severe. Though these people may learn simple commands or instructions,
communication skills are rudimentary (single words, some phrases). Under supervi-
sion, they may be able to perform simple jobs. They can maintain personal relation-
ships with relatives, but require supervision for all activities; they even need help
dressing and with personal hygiene. IQs are in the low 20s to high 30s. They make up
roughly 5% of the total of all patients with ID.

F73 [318.2] Profound. With limited speech and only rudimentary capacity for social
interaction, much of what these individuals communicate may be through gestures.
They rely completely on other people for their needs, including activities of daily
living, though they may help with simple chores. Profound ID usually results from a
serious neurological disorder, which often carries with it sensory or motor disabilities.
I1Q ranges from the low 20s downward. About 1-2% of all patients with ID are so
profoundly affected.

The Fine Print

Don’t forget the D’s: ¢ Duration (from early childhood) e Differential diagnosis
(autism spectrum disorder, cognitive disorders, borderline intellectual functioning,
specific learning disorders)

Coding Notes

Specify level of severity (and code numbers) according to descriptions above.

Grover Peary

Grover Peary was born when his mother was only 15. She was an obese girl who
hadn’t even realized she was pregnant until she was 6 months along. Even then, she
hadn’t bothered to seek prenatal care. Born after 30 hours of hard labor, Grover hadn’t
breathed right away. After the delivery, his mother had lost interest in him; he had been
reared alternately by his grandmother and an aunt.
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Grover walked at 20 months; he spoke his first words at age 2V years. A pediatri-
cian pronounced him “somewhat slow,” so his grandmother enrolled him in an infant
school for children with developmental disabilities. At the age of 7, he had done well
enough to be mainstreamed in his local elementary school. Throughout the remainder
of his school career, he worked with a special education teacher for 2 hours each day;
otherwise, he attended regular classes. Testing when he was in the 4th and 10th grades
placed his IQ at 70 and 72, respectively.

Despite his disability, Grover loved school. He had learned to read by the time
he was 8, and he spent much of his free time poring over books about geography and
natural science. (He had a great deal of free time, especially at recess and lunch hour.
He was clumsy and physically undersized, and the other children routinely excluded
him from their games.) At one time he wanted to become a geologist, but he was steered
toward a general curriculum. He lived in a county that provided special education and
training for individuals with ID, so by the time he graduated, he had learned some
manual skills and could navigate the complicated local public transportation. A job
coach helped him to find work washing dishes at a restaurant in a downtown hotel and
to learn the skills necessary to maintain the job. The restaurant manager got him a
room in the hotel basement.

The waitresses at the restaurant often gave Grover a few quarters out of their tips.
Living at the hotel, he didn’t need much money—his room and food were covered, and
the tiny dish room where he worked didn’t require much of a wardrobe. He spent most
of his money on expanding his CD collection and going to baseball games. His aunt,
who saw him every week, helped him with grooming and reminded him to shave. She
and her husband also took him to the ball park; otherwise, he would have spent nearly
all of his free time in his room, listening to music and reading magazines.

When Grover was 28, an earthquake hit the city where he lived. The hotel was so
badly damaged that it closed with no notice at all. Thrown out of work, all of Grover’s
fellow employees were too busy taking care of their own families to think about him.
His aunt was out of town on vacation; he had nowhere to turn. It was summertime, so
he placed the few possessions he had rescued in a heavy-duty lawn and leaf bag and
walked the streets until he grew tired; he then rolled out some blankets in the park.
He slept this way for nearly 2 weeks, eating what he could scrounge from other camp-
ers. Although federal emergency relief workers had been sent to help those hit by the
earthquake, Grover did not request relief. Finally, a park ranger recognized his plight
and referred him to the clinic.

During that first interview, Grover’s shaggy hair and thin face gave him the appear-
ance of someone much older. Dressed in a soiled shirt and baggy pants—they appeared
to be someone’s castoff—he sat still in his chair and gave poor eye contact. He spoke
hesitantly at first, but he was clear and coherent, and eventually communicated quite
well with the interviewer. (Much of the information given above, however, was obtained
later from old school records and from his aunt upon her return from vacation.)

Grover’s mood was surprisingly good, about medium in quality. He smiled when
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he talked about his aunt, but looked serious when he was asked where he was going
to stay. He had no delusions, hallucinations, obsessions, compulsions, or phobias. He
denied having any panic attacks, though he admitted he felt “sorta worried” when he
had to sleep in the park.

Grover scored 25 out of 30 on the Mini-Mental State Exam. He was oriented except
to day and month; he spent a great deal of effort subtracting sevens, and finally got two
correct. He was able to recall three objects after 5 minutes, and managed a perfect
score on the language section. He recognized that he had a problem with where to live,
but, aside from asking his aunt when she returned, he hadn’t the slightest idea how to
go about solving the problem.

Evaluation of Grover Peary

Had Grover been evaluated before the hotel closed, he might not have fulfilled the cri-
teria for ID. At that time he had a place to live, food to eat, and activities to occupy him.
However, his aunt had to remind him about shaving and staying presentable. Despite
low scores on at least two IQ tests (criterion A in DSM-5), he was functioning pretty
well in a highly, if informally, structured environment.

Once his support system quite literally collapsed, Grover could not cope with
change. He didn’t make use of the resources available to others who had lost their
homes. He was also unable to find work; only through the generosity of others did he
manage even to eat—a pretty clear deficit of adaptive functioning (B). Of course, his
condition had existed since early childhood (C). Therefore, despite the fact that his IQ
had hovered in the low 70s, he seemed impaired enough to warrant a diagnosis of ID.
(Note that, as an alternative, Grover would also comfortably match the prototype for
mild ID.)

The differential diagnosis of ID includes a variety of learning and communication
disorders, which are presented later in this chapter. Dementia, or major neurocogni-
tive disorder in DSM-5, would have been diagnosed if Grover’s problem with cognition
had represented a marked decline from his previous level of functioning. (Dementia
and ID sometimes coexist, though they can be difficult to discriminate.) At his IQ level,
Grover might have been diagnosed as having borderline intellectual functioning had
he not had such obvious difficulties in coping with life.

Youngsters and adults with ID often have associated mental disorders, which
include attention-deficit/hyperactivity disorder and autism spectrum disorder; these
conditions can be diagnosed concurrently. Mood and anxiety disorders are often pres-
ent, though clinicians may not recognize them without adequate collateral information.
Personality traits such as stubbornness are also sometimes concomitant. Patients with
ID may have physical conditions such as epilepsy and cerebral palsy. Patients with
Down syndrome may be at special risk for developing major neurocognitive disorder
due to Alzheimer’s disease as they approach their 40s. Adding in his homelessness (and
a GAF score of 45, Grover’s diagnosis would be as follows:
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F70 [317] Mild intellectual disability
759.0 [V60.0] Homelessness
756.9 [V62.29] Unemployed

Intellectual developmental disorder is the name for ID being proposed for use in—brace
yourself!—ICD-11. The various editions of the DSM have recorded more than 200 changes
in the names of mental disorders (a figure that doesn’t even include new disorders added
over the years). But the case of ID may be the only time that the name of a mental disorder
was changed pursuant to an act of Congress.

During the 2009-2010 legislative session, Congress approved, and President Obama
signed, a statute replacing in law the term mental retardation with intellectual disability.
The inspiration was Rosa Marcellino, a 9-year-old girl with Down syndrome who, with her
parents and siblings, worked to expunge the words mentally retarded from the health and
education codes in Maryland, her home state.

Note further that the term developmental disability as it is used in law is not restricted
to people with ID. The legal term applies to anyone who by age 22 has permanent problems
functioning in at least three areas because of mental or physical impairment.

F88 [315.8] Global Developmental Delay

Use the category of global developmental delay for a patient under age 5 years who has
not been adequately evaluated. Such a child may have delayed developmental mile-
stones.

F79 [319] Unspecified Intellectual Disability

Use the category of unspecified ID for a patient 5 years of age or older who has addi-
tional disabilities (blindness, severe mental disorder) too severe to allow full evaluation
of intellectual abilities.

F84.0 [299.00] Autism Spectrum Disorder

Autism spectrum disorder (ASD) is a heterogeneous neurodevelopmental disorder with
widely varying degrees and manifestations that has both genetic and environmental
causes. Usually recognized in early childhood, it continues through to adult life, though
the form may be greatly modified by experience and education. The symptoms fall into
three broad categories (DSM-5 lumps together the first two).

Communication. Despite normal hearing, the speech of patients with ASD may be
delayed by as much as several years. Their deficits vary greatly in scope and sever-
ity, from what we used to call Asperger’s disorder (these people can speak clearly
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and have normal, even superior, intelligence) to patients so severely affected that
they can hardly communicate at all. Others may show unusual speech patterns and
idiosyncratic use of phrases. They may speak too loudly or lack the prosody (lilt)
that supplies the music of normal speech. They may also fail to use body language
or other nonverbal behavior to communicate—for example, the smiles or head
nods with which most of us express approval. They may not understand the basis of
humor (the concept that the words people use can have multiple or abstract mean-
ings, for instance). Autistic children often have trouble beginning or sustaining
conversation; rather, they may talk to themselves or hold monologues on subjects
that interest them, but not other people. They tend to ask questions over and again,
even after they've obtained repeated answers.

Socialization. The social maturation of patients with ASD occurs more slowly than
for normal children, and developmental phases may occur out of the expected
sequence. Parents often become concerned in the second 6 months, when their
child doesnt make eye contact, smile reciprocally, or cuddle; instead, the baby
will arch away from a parent’s embrace and stare into space. Toddlers dont point
to objects or play with other children. They may not stretch out their arms to be
picked up or show the normal anxiety at separation from parents. Perhaps as a
result of frustration at the inability to communicate, ASD often results in tantrums
and aggression in young children. With little apparent requirement for closeness,
older children have few friends and seem not to share their joys or sorrows with
other people. In adolescence and beyond, this can play out as a nearly absent need
for sex.

Motor behavior. The motor milestones of patients with ASD usually arrive on
time; it’s the types of behavior they choose that mark them as different. These
include compulsive or ritualistic actions (called stereotypies)—twirling, rocking,
hand flapping, head banging, and maintaining odd body postures. They suck on
toys or spin them rather than using them as symbols for imaginative play. Their
restricted interests lead them to be preoccupied with parts of objects. They tend
to resist change, preferring to adhere rigidly to routine. They may appear indiffer-
ent to pain or extremes of temperature; they may be preoccupied with smelling
or touching things. Many such patients injure themselves by head banging, skin
picking, or other repetitive motions.

Apart from the subtype formerly known as Asperger’s disorder, ASD wasn’t recog-

nized at all until Leo Kanner introduced the term early infantile autism in 1943. Since
then, the concept has expanded in scope and grown new subdivisions (DSM-IV listed
four types plus the ubiquitous not otherwise specified), though it has now contracted
again into the unified concept presented by DSM-5. Although the degree of disability
varies widely, the effect upon the lives of most patients and their families is profound
and enduring.

ASD is often associated with intellectual disability; discriminating these two dis-
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orders can be difficult. Sensory abnormalities occur in perhaps 90% of patients with
ASD; some children hate bright lights or loud sounds, or even the prickly texture of
certain fabrics or other surfaces. A small minority have cognitive “splinter” skills—
special abilities in computation, music, or rote memory that occasionally rise to the
level of savantism.

Physical conditions associated with ASD include phenylketonuria, fragile X syn-
drome, tuberous sclerosis, and a history of perinatal distress. Mental health comor-
bidity issues include anxiety disorders (especially prevalent) and depression (2—-30%),
obsessive—compulsive behavior (in about one-third), attention-deficit/hyperactivity
disorder (over half), intellectual disability (about half), and seizures (25-50%). Some
patients complain of initial insomnia or a reduced need for sleep; a few even sleep days
and remain awake nights. Researchers have recently reported an association of a form
of autism with a gene responsible for kidney, breast, colon, brain, and skin cancer.

Incorporating the former diagnoses of autistic, Rett’s, Asperger’s, and childhood
disintegrative disorders, ASD’s overall prevalence is about 6 per 1,000 children in the
general population; some studies report even higher figures. And the numbers have
increased in recent years, at least in part due to increased awareness of ASD. Autism
affects all cultural and socioeconomic groups. Although boys are twice (perhaps up to
four times) as often affected as girls, the latter are more likely to be severely affected.
(The former Asperger’s disorder, it should be said, is more heavily weighted toward
girls.) Siblings of patients with ASD have a greatly elevated risk for the same disorder.

Note that ASD’s impressive range of severity can be reflected in separate ratings for the
social communication and behavioral components. Though the DSM-5 definitions for
severity levels are a bit fussy, they boil down to mild, moderate, and severe. That’s how
I've listed them, but DSM-5 hasn’t for a practical reason: Some members of the commit-
tee that wrote the criteria worried that a label of mild could give an insurance company
leverage to deny services. Of course, that reasoning could cover just about any disorder
in the book.

Essential Features of Autism Spectrum Disorder

From early childhood, contact with others affects to some extent nearly every aspect
of how these patients function. Social relationships vary from mild impairment to
almost complete lack of interaction. There may be just a reduced sharing of inter-
ests and experiences, though some patients fail utterly to initiate or respond to the
approach of others. They tend to speak with few of the usual physical signals most
people use—eye contact, hand gestures, smiles, and nods. Relationships with other
people founder, so that patients with ASD have trouble adapting their behavior to
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different social situations; they may lack general interest in other people and make
few, if any, friends.

Repetition and narrow focus characterize their activities and interests. They
resist even small changes in their routines (perhaps demanding exactly the same
menu every lunchtime or endlessly repeating already-answered questions). They may
be fascinated with movement (such as spinning) or small parts of objects. The reac-
tion to stimuli (pain, loud sounds, extremes of temperature) may be either feeble or
excessive. Some are unusually preoccupied with sensory experiences: They are fas-
cinated by visual movement or particular smells, or they sometimes fear or reject
certain sounds or the feel of certain fabrics. They may use peculiar speech or show
stereotypies of behavior such as hand flapping, body rocking, or echolalia.

The Fine Print

Note that there are varying degrees of ASD, some of which received separate diag-
noses and codes in DSM-IV but no longer do. In particular, what was formerly called
Asperger’s disorder is relatively milder; many of these people communicate verbally
quite well, yet still lack the other skills needed to form social bonds with others.

Deal with the D’s: e Duration (from early childhood, though symptoms may appear
only later, in response to the demands of socialization) e Distress or disability (work/
academic, social, or personal impairment) e Differential diagnosis (ordinary children
may have strong preferences and enjoy repetition; consider also intellectual disabil-
ity, stereotypic movement disorder, obsessive—compulsive disorder [OCD], social anxi-
ety disorder, language disorder)

Coding Notes
Specify:

{WithH{Without} accompanying intellectual impairment

{With{Without} accompanying language impairment

Associated with a known medical or genetic condition or environmental factor
Associated with another neurodevelopmental, mental, or behavioral disorder
With catatonia (see p. 100)

Specify severity (separate ratings are required for social communication and restricted,
repetitive behavior).

Social communication

Level 1 (mild). The patient has trouble starting conversations or may seem less
interested in them than most people. Code as “Requiring support.”

Level 2 (moderate). There are pronounced deficits in both verbal and nonverbal
communication. Code as “Requiring substantial support.”
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Level 3 (severe). Little response to the approach of others markedly limits func-
tioning. Speech is limited, perhaps to just a few words. Code as “Requiring
very substantial support.”

Restricted, repetitive behaviors

Level 1 (mild). Change provokes some problems in at least one area of activity.
Code as “Requiring support.”

Level 2 (moderate). Problems in coping with change are readily apparent and
interfere with functioning in various areas of activity. Code as “Requiring
substantial support.”

Level 3 (severe). Change is exceptionally hard; all areas of activity are influenced
by behavioral rigidity. Causes severe distress. Code as “Requiring very sub-
stantial support.”

Temple Grandin

Temple Grandin’s career would have been noteworthy even had she not been born with
ASD. Her life story serves as an inspiration for patients, for their families, and for all
of us who would offer help. The following information, intended not to present a full
picture of her life but to illustrate the features of ASD, has been abstracted from several
of her own books.

Born in 1947, Temple began walking shortly after her first birthday. Even as a tod-
dler, she didn't like to be picked up, and would stiffen when her mother tried to hold
her. In her autobiographies, she recalls that she would sit and rock for long periods;
rocking and spinning helped calm her when she felt overstimulated. Much later, she
remembered that being touched by other people caused such sensory overload that she
would struggle to escape; hugging was “too overwhelming.” She couldn’t even tolerate
the feel of edges of clothing, such as seams of her underwear.

Temple was alert and well coordinated, and she had normal hearing; yet she didn’t
speak until after her fourth birthday. Later, she recalled her frustration at understand-
ing what was said but being unable to respond. For many years thereafter, her voice was
toneless and uninflected, without lilt or rhythm. Even as a college student, she would
speak too loudly, unaware of the effect her voice was having on others.

As a small child, Temple was taken to a psychiatrist who diagnosed her as having
“childhood schizophrenia™ her parents were advised that she might need institution-
alization. Instead, she was given the benefit of private schooling, where her teachers
taught the other students to accept her—and her eccentricities.

For example, she was unable to meet the gaze of others and lacked the sense of
feelings attached to personal relationships. She would even hold a cat too tightly, not
recognizing the signals of distress it was giving her. With no interest in playing with
other children, she would instead sit and spin objects such as coins or the lids of cans
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or bottles. She had an intense interest in odors, and was fascinated by bright colors and
the movement of sliding doors and other objects.

Sameness was balm for her. At school age, she resisted change in her routines
and would repeatedly ask the same questions. She reacted badly to Christmas and
Thanksgiving, because they entailed so much noise and confusion. As an older child,
she became fixated on particular issues such as elections—the campaign buttons, bum-
per stickers, and posters for the governor of her state held special interest for Temple.

But emotional nuance escaped her. With no internal compass for navigating per-
sonal relationships, understanding normal social communication was, for her, like being
“an anthropologist on Mars.” Because she didn’t have the feelings normal people attach
to others, her social interactions had to be guided by intellect, not emotion. To commu-
nicate, she would use lines scripted in advance, because she didn’t have the instinct to
speak in a socially appropriate manner. What she has learned of empathy was attained
by visualizing herself in the other person’s place.

Although Temple had always rejected human contact, she nonetheless craved com-
fort. She found it one summer she spent on a farm, after observing that a device used
to hold cattle so that they could be immunized appeared to calm them. As a result,
she designed and built a squeezing machine that applied mechanical pressure to her
own body; the result was tranquility she hadn’t found by other means. Refined over
the years, her invention led to her eventual career in creating devices used in animal
husbandry.

As an adult, Temple still had trouble responding to unexpected social situations,
and she would have severe panic attacks were they not controlled with a small dose of
the antidepressant imipramine. But she became salutatorian of her college graduating
class; eventually she earned a PhD and ran her own company. She is world-famous as a
designer of machinery that helps calm animals on their road to slaughter. And she is a
sought-after speaker on autism. But if someone’s pager or cell phone goes off when she’s
giving a lecture, it still causes her to lose her train of thought.

Evaluation of Temple Grandin

Temple’s books (and the HBO film named for her) provide a treasure trove of data bear-
ing on the diagnosis of ASD. However, it would be better if we had had multiple sources
of information—for her, as for any patient. I'll just touch on the basic material we’d use
for diagnosis.

Working our way through the diagnostic criteria, I think we can agree, first of all,
that she has had persistent problems in social interaction and communication (criterion
A). They include social and emotional reciprocity (didn’t want/need to be hugged—A1);
use of nonverbal behaviors (poor eye contact—A2); and relationships (lacking interest
in other children—A3). Although the DSM-5 criteria are not carefully worded, there
must be deficits in each of these three areas for a person to be diagnosed as having
ASD. That reading brings DSM-5 fully in line with the DSM-IV diagnostic criteria for
autistic disorder.
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Temple’s restricted behavior and interests included examples of all four symptoms
in the criterion B category (only two are required for diagnosis): stereotyped spinning
of coins and other objects (she even twirled herself—B1); a rejection of change in rou-
tine (dislike of holiday festivities—B2); fixed, restricted interests in, for example, sliding
doors and the paraphernalia of political campaigns (B3); and hyperreactivity to sounds
and fascination with smells (B4). Temple’s symptoms were present from early childhood
(C); her biography and other books richly document the degree to which they domi-
nated and impaired her everyday functioning (D). However, she eventually surmounted
them brilliantly, thereby disposing of the final possible objection (E) that the symptoms
must not be better accounted for by intellectual disability.

Patients with stereotypic movement disorder will exhibit motor behaviors that
do not fulfill an obvious function, but the criteria for that diagnosis specifically exclude
ASD. Temple spoke late and had difficulty communicating verbally, but the criteria for
social communication disorder also exclude ASD. Her parents were supportive and
sensitive to her needs, eliminating severe psychosocial deprivation as a possible etiol-
ogy. We'd also need to consider general medical problems such as a hearing deficit,
which Temple herself explicitly denies having.

She does have a history of severe anxiety, well controlled with medication, that
would probably qualify for a comorbid diagnosis of panic disorder, though it cannot
account for the vast majority of her past symptoms. (I'm leaving the details of that diag-
nosis as an exercise.) Although some aspects of her history are reminiscent of obsessive—
compulsive disorder, she has many other symptoms that it cannot explain, either.

Besides panic and other anxiety disorders, ASD can be comorbid with intellectual
disability, attention-deficit/hyperactivity disorder, developmental coordination disor-
der, specific learning disorders, and mood disorders. I'd judge Temple’s childhood GAF
score as about 55. Though today she may no longer meet DSM-5’s diagnostic standards,
she clearly did as a child, permitting us to list her diagnosis then as follows:

F84.0 [299.00] Autism spectrum disorder
F41.0 [300.01] Panic disorder

With the elimination of Asperger’s disorder (and other specific autism diagnoses) from
DSM-5, patient support groups have been up in arms. Asperger’s disorder, used since
1944, has a history as extensive as autism. It seemed to define a group of people who,
though clearly burdened by their symptoms, also possess a sometimes remarkable
intelligence and range of capabilities that may even be superior. It’s tempting to regard
Asperger’s as a sort of “autism lite.” However, that would be a mistake, for patients with
Asperger’s have many of the same deficits as do other individuals with ASD. Perhaps desir-
ing friends, but lacking the empathy necessary for normal social interaction, these solitary
individuals might like to change but have no idea how to go about it.

So useful has the concept of Asperger’s been, and so ingrained in the common usage
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of patients and professionals alike has it become, that it seems unlikely to disappear—
even though it hasn’t been blessed by the latest DSM. It is an irony that because of her
language delay, DSM-IV criteria would have deemed Temple Grandin ineligible for a diag-
nosis of Asperger’s, though she remains the poster person for that diagnosis. This is a
great example in support of the prototype-matching method of diagnosis I have described
in the Introduction (p. 2). Using it, Id rate Temple (when she was a child) a 4 out of 5 for
the diagnosis of Asperger’s disorder. However, DSM-5, in a nod to vehement objections
from the community of patients with Asperger’s, does state that those who were formerly
diagnosed as Asperger’s can now be regarded as having ASD, whether or not they meet
current criteria. That’s the second irony in one paragraph.

Attention-Deficit/Hyperactivity Disorder

Attention-deficit/hyperactivity disorder (ADHD) has borne a long string of names since
it was first described in 1902. Though it is one of the most common behavioral disorders
of childhood, only recently—within a few decades, at most—have we recognized the
persistence of ADHD symptoms into adult life.

Although this disorder usually isn’t diagnosed until the age of 9, symptoms typi-
cally begin before a child starts school. (DSM-5 criteria require some symptoms before
age 12.) Parents sometimes report that their children with ADHD cried more than
their other babies, that they were colicky or irritable, or that they slept less. Some moth-
ers will even swear that these children kicked more before they were born.

Developmental milestones may occur early; these children may be described as
running almost before they could walk. “Motorically driven,” they have trouble just
sitting quietly. They may also be clumsy and have problems with coordination. At least
one study found that they require more emergency care for injuries and accidental
poisonings than children without ADHD do. They often cannot focus on schoolwork;
therefore, though intelligence is usually normal, they may perform poorly in school.
They tend to be impulsive, to say things that hurt the feelings of others, and to be
unpopular. They may be so unhappy that they also fulfill criteria for persistent depres-
sive disorder (dysthymia).

These behaviors usually decrease with adolescence, when many patients with
ADHD settle down and become normally active and capable students. But some use
substances or develop other forms of delinquent behavior. Adults may have continu-
ing interpersonal problems, alcohol or drug use, or personality disorders. Adults may
also complain of trouble with concentration, disorganization, impulsivity, mood lability,
overactivity, quick temper, and intolerance of stress.

Until recently, ADHD was said to affect perhaps 6% of children in the United
States, with a male preponderance ratio of 2:1 or greater. A (disputed) 2013 survey from
the Centers for Disease Control and Prevention estimated the rate at closer to 11% of
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high school boys. The DSM-5 criteria identify perhaps 2.5% of adults age 17 and over,
though the range reported in various studies is great. The male—female ratio is far less
among adults, for reasons that are obscure.

The condition tends to run in families: Parents and siblings are more likely than
average to be affected. Alcoholism and divorce, as well as other causes of family disrup-
tion, are common in the family backgrounds of these people. There may be a genetic
association with antisocial personality disorder and somatic symptom disorder. Also
associated with ADHD are learning disorders, especially problems with reading. In
adults, look for substance use, mood, and anxiety disorders.

Several other disorders are likely to co-occur with ADHD. These include oppo-
sitional defiant disorder and conduct disorder, each of which will be present in a sub-
stantial minority of patients with ADHD. A newly devised condition, disruptive mood
dysregulation disorder, may be even more strongly associated. Also look for specific
learning disorders, obsessive—compulsive disorder, and tic disorders. Adults may have
antisocial personality disorder or a substance use problem.

Essential Features of Attention-Deficit/Hyperactivity Disorder

Teachers often notice and refer for evaluation these children, who are forever in
motion, disrupting class by their restlessness or fidgeting, jumping out of their seats,
talking endlessly, interrupting others, seeming unable to take turns or to play quietly.

In fact, hyperactivity is only half the story. These children also have difficulty
paying attention and maintaining focus on their work or play—the inattentive
part of the story. Readily distracted (and therefore disliking and avoiding sustained
mental effort such as homework), they neglect details and therefore make careless
errors. Their poor organization skills result in lost assignments or other materials and
an inability to follow through with chores or appointments.

These behaviors invade many aspects of their lives, including school, family rela-
tions, and social life away from home. Although the behaviors may be somewhat
modified with increasing age, they may accompany these individuals through the
teen years and beyond.

The Fine Print

Determine the D’s: ¢ Duration and demographics (6+ months; onset before age 12) o
Disability (work/educational, social, or personal impairment) e Differential diagnosis
(intellectual disability, anxiety and mood disorders, autism spectrum disorder, con-
duct disorder, oppositional defiant disorder, intermittent explosive disorder, specific
learning disorders, disruptive mood dysregulation disorder, psychotic disorders, or
other mental or personality disorders)
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Coding Notes
Specify (for the past 6 months):

F90.0 [314.00] Predominantly inattentive presentation. Inattentive criteria met,
but not hyperactive/impulsive criteria.

F90.1 [314.01] Predominantly hyperactive/impulsive presentation. The reverse.

F90.2 [314.01] Combined presentation. Both criteria sets are met.

Specify if:

In partial remission. When the condition persists (perhaps into adulthood),
enough symptoms may be lost that the full criteria are no longer met but
impairment persists.

Specify current severity:

Mild. Relatively few symptoms are found.
Moderate. Intermediate.
Severe. Many symptoms are experienced, far more than required for diagnosis.

If you read the actual DSM-5 criteria carefully, you’ll encounter this anomaly: Criterion D
specifies that the symptoms “interfere with, or reduce the quality of” the patient’s func-
tioning (p. 60), whereas nearly every other disorder in the book specifies “impairment”
of functioning. The subcommittee that wrote the criteria apparently decided that “impair-
ment” was too much influenced by culture. This, of course, prompts the question: Why
should the diagnosis of ADHD pay more attention to cultural influences than does every
other disorder in DSM-5?

The answer is, also of course, that it shouldn’t, and neither should we. Stick with the
Essential Features: They might just keep you sane.

Denis Tourney

“I think I've got what my son has.”

Denis Tourney was a 37-year-old married man who worked as a research chemist.
Throughout his life, Denis had had trouble focusing his attention on any task at hand.
Because he was bright and personable, he had been able to overcome his handicap and
succeed at his job for a major pharmaceutical manufacturer.

At home one evening the week before this appointment, Denis had been working
on plans for a new chemical synthesis. His wife and children were in bed and it was
quiet, but he had been having an unusually hard time keeping his mind on his work.
Everything seemed to distract him—the ticking of the clock, the cat jumping up onto
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the table. Besides, his head was beginning to pound, so he grabbed what he thought
were two aspirin tablets and washed them down with a glass of milk.

“What happened next seemed like magic,” he told the clinician. “Tt was as if some-
body had put my brain waves through a funnel and squirted them onto the paper I was
working on. Within half an hour I had shut out everything but my work. In 2 hours I
accomplished what would ordinarily take a day or more to get done. Then I got suspi-
cious and looked at the pill bottle. I had taken two of the tablets that were prescribed
last month for Randy.”

Denis’s son was 8, and until a month ago he had been considered the terror of the
second grade. But after 4 weeks on Ritalin, he had seemed less driven; his grades had
improved; and he had become “almost a pleasure to live with.”

For years, Denis had suspected that he himself might have been hyperactive as a
child. Like Randy, during the first few grades of elementary school he had been unable
to sit still in his seat—bouncing up to use the pencil sharpener or to watch a passing
ambulance. His teacher had once written a note home complaining that he talked con-
stantly and that he “squirmed like a bug on a griddle.” Tt was part of the family mythol-
ogy that he had “crawled at 8 months, run at 10.” On questioning, Denis admitted that
as a kid he was always on the go and could hardly tolerate waiting his turn for anything
(“T felt like T was going to climb right out of my skin”).

He was almost stupifyingly forgetful. “Still am. I really can’t recall much else about
my attention span when I was a kid—it was too long ago,” he said. “But I have the gen-
eral impression that I didn’t listen very well, just like I am today. Except when I took
those two pills by mistake.”

The remainder of Denis’s evaluation was unremarkable. His physical health was
excellent, and he had had no other mental health problems. Apart from some fidgeting
in his chair, his appearance was unremarkable. His speech and affect were both com-
pletely normal, and he earned a perfect score on the Mini-Mental State Exam.

Denis had been born in Ceylon, where his parents were both stationed as career
diplomats with the foreign service. His father drank himself into an early grave, but
not before divorcing his mother when their only child was 7 or 8. Because it concerned
him, Denis vividly remembered their last major argument. His mother had pleaded to
have Denis’s problems evaluated, but his father had banged his fist and sworn that no
kid of his was “going to see some damn shrink.” Not long afterwards, his parents split
up.

Denis felt he had learned a lot from his father’s example—he didn’t drink, had
never tried drugs, didn’t argue with his wife, and had readily agreed when she sug-
gested having Randy evaluated. “You always dream that your kids will have what you
never did,” he said. “In our case, it’s Ritalin.”

Evaluation of Denis Tourney

As a child, Denis undoubtedly had several symptoms of ADHD. It was easiest for him
to remember the problems relating to his activity level (the A2 criteria). Those included
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the childhood symptoms of squirming (A2a), inability to remain seated (A2b) or wait
his turn (A2h), always being on the go (A2e), excessive running (A2c), and excessive
talking (A2f). (For children, DSM-5 requires six of these symptom—Dbut, because they
tend to be poorly remembered years later, only five for patients age 17 and above. The
same numbers and rationale hold for symptoms of inattention.) Denis also thought that
he had had problems with his attention span, though he was less clear about the exact
symptoms.

These symptoms were present when Denis was a small child, certainly before age
12 (B); we have only anecdotal “clear evidence” that they interfered with the quality of
his work, but at this remove, it would seem to be enough. His clinician should ascer-
tain that he had had difficulties in more than one setting (such as school and at home;,
C). But even three decades later, he remembered enough hyperactivity/impulsivity
symptoms to justify the childhood diagnosis. As adults, many such patients recognize
restlessness as their predominant symptom. It would be a good idea for the clinician to
verify what Denis thought he remembered, perhaps by obtaining old school records.

In children, a number of other conditions make up the differential diagnosis. (Note
that in a clinician’s office, many children with ADHD are able to sit still and focus
attention well; the diagnosis often hinges on the history.) Those with intellectual dis-
ability learn slowly and may be overly active and impulsive, but patients with ADHD,
once their attention is captured, are able to learn normally. Unlike children with autism
spectrum disorder, patients with ADHD communicate normally. Depressed patients
may be agitated or have a poor attention span, but the duration is not usually lifelong.
Many patients with Tourette’s disorder are also hyperactive, but those who only have
ADHD will not show motor and vocal tics.

Children reared in a chaotic social environment may also have difficulty with
hyperactivity and inattention; although ADHD can be diagnosed in a child who lives
in an unstable social environment, the process requires extra care and thought. Other
behavior disorders (oppositional defiant disorder, conduct disorder) may involve
behavior that runs afoul of adults or peers, but the behaviors appear purposeful and
are not accompanied by the feelings of remorse typical of ADHD behavior. However,
many children with ADHD have comorbid conduct, oppositional defiant, or Tourette’s
disorder.

The differential diagnosis in adults includes antisocial personality disorder and
mood disorders (patients with mood disorders can have problems with concentration
and agitation). The diagnosis should not be made if the symptoms are better explained
by schizophrenia, an anxiety disorder, or a personality disorder.

As a child, Denis might have fulfilled criteria for ADHD, combined type; with the
information currently available, however, this would be a tough sell to any hard-nosed
coder. Although as an adult he continued to have severe problems concentrating, he
overcame them by dint of raw intelligence. Until he compared his usual concentration
to the kind of work he could do with medication, he never realized just how disabled
he had been.

Although we have some specifics that would constitute a current DSM-5 diagnosis
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(he was distractible—A1b), even with more information we might not be able to dredge
up enough detail to make a full adult diagnosis by contemporary standards. As a clini-
cian, I feel more comfortable with the qualifier “in partial remission.” A fuller examina-
tion, perhaps with added information from his wife (or boss), might justify a different
final diagnosis. Oh, and I'd give him a GAF score of 70.

F90.2 [314.01] Attention-deficit/hyperactivity disorder, combined
presentation (in partial remission)

ADHD is probably underdiagnosed in adults. Although some writers have expressed skep-
ticism about its validity, the evidence of its legitimacy in this age range is increasing.
However, the fussiness of their language makes the specifier criteria seem ripe for neglect.

F90.8 [314.01] Other Specified Attention-Deficit/
Hyperactivity Disorder

F90.9 [314.01] Unspecified Attention-Deficit/Hyperactivity Disorder

Use either other specified ADHD or unspecified ADHD for patients with prominent
symptoms that do not fulfill the criteria for ADHD proper. Examples would include
people whose symptoms begin after age 12 or whose symptoms are too few. Remember
that, to qualify, those symptoms that are present should be associated with impairment.
If you want to specify the reason why ADHD doesn’t work for the patient, choose F90.8
and tack on something to the effect of “symptoms first identified at age 13.” Otherwise,
choose the second. See page 11 (sidebar).

Tic Disorders

A tic is a sudden vocalization or movement of the body that is repeated, rapid, and
unrhythmic—so quick, in fact, that it can occur literally in (and sometimes is) the blink
of an eye. Complex tics, which may include several simple tics in quick succession,
naturally take longer. Tics are common; they can occur by themselves or as symptoms
of Tourette’s disorder.

Tics range from the occasional twitch to repetitive motor and vocal outbursts that
can cluster into bouts and create utter (!) chaos in the classroom. Motor tics first appear
in early childhood, sometimes as early as 2 years of age. Classically, they involve the
upper part of the face (grimaces and twitching of the muscles around the eyes), though
affected children can present with a wide range of symptoms that include abdominal
tensing and jerking of shoulders, head, or extremities. Vocal tics tend to begin some-
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what later. Simple vocal tics may include barks, coughs, throat clearing, sniffs, and
single syllables that may be muttered or called out.

Tics cause children to feel out of control of their own bodies and mental processes,
though as they get older, some patients do develop a “tension and release” buildup of
the urge to tic that is relieved by the tic itself—not unlike what’s encountered in klepto-
mania. Although tics are involuntary, patients can sometimes suppress them for a time;
they usually disappear during sleep. Though tic disorders are described as persistent,
they do change in intensity with time, perhaps disappearing entirely for weeks at a
time. Frequency often increases when a person is sick, tired, or stressed.

Childhood tics are common, occurring in around 10% of boys and 5% of girls. Most
of these are motor tics that disappear as the child matures; usually, they don’t generate
enough concern to warrant an evaluation. When they persist into adulthood, the preva-
lence is lower, though males still predominate. Adults rarely develop tics de novo; when
it does happen, it is often in response to use of cocaine or other street drugs. The tics of
adult patients tend to remain the same, varying in intensity though less severe than in
childhood. Several factors contribute to a worse prognosis in an adult: comorbid mental
conditions or chronic physical illness, lack of support at home, and psychoactive drug use.

Because tics look pretty much the same regardless of diagnosis, I've presented an
example only in the context of Tourette’s disorder.

F95.2 [307.23] Tourette’s Disorder

Tourette’s disorder (TD) was first described in 1895 by the French neurologist Georges
Gilles de la Tourette. It entails many tics that affect various parts of the body. Motor tics
of the head are usually present (eye blinking is often the first symptom to appear). Some
patients have complex motor tics (for example, doing deep knee bends). The location
and severity of motor tics in patients with TD typically change with time.

But the vocal tics are what make this disorder so distinctive and bring patients
to the attention of professionals—often mental health clinicians rather than neurolo-
gists. Vocal tics can include an astonishing variety of barks, clicks, coughs, grunts, and
understandable words. A sizeable minority (10-30%) of patients also have coprolalia,
which means that they utter obscenities or other language that can render the condition
intolerable by family and acquaintances. Mental coprolalia (intrusive dirty thoughts)
can also occur.

Now acknowledged to be far from rare, TD affects up to 1% of young people, with
males affected at two to three times the frequency of females. For unknown reasons,
it is less common in African Americans than in other racial/ethnic groups. Associated
symptoms include self-injury due to head banging and skin picking. TD is strongly
familial, with concordance over 50% in monozygotic twins and 10% in dizygotic. There
is often a family history of tics or obsessive—compulsive disorder (OCD), so that clini-
cians suspect a genetic linkage between Tourette’s and early-onset OCD.

Typically, TD begins by age 6; most patients reach maximum severity by ages 10-12,
after which improvement occurs in perhaps 75%. Under 25% will continue to have tics



40

NEURODEVELOPMENTAL DISORDERS

that are moderate or worse. Though there may be periods of remission, it usually lasts
throughout life. Maturity, however, can bring reduced severity or even complete disap-
pearance. Most patients have comorbid conditions, especially OCD and ADHD.

Essential Features of Tourette’s Disorder

The first tics of patients with TD are often eye blinks that appear when the children
are 6 or thereabouts. They are joined by vocal tics, which may initially be grunts or
throat clearings. Eventually, patients with TD have multiple motor tics and at least
one vocal tic. The best-known tic of all, coprolalia—swear words and other socially
unacceptable speech—is relatively uncommon.

The Fine Print

Delve into the D’s: e Duration and demographics (1+ years; beginning before age 18,
though typically by age 4-6) e Differential diagnosis (OCD, other tic disorders, sub-
stance use disorders, and physical disorders)

Essential Features of Tic Disorders (compared)

Persistent
(chronic) motor
Tourette’s or vocal tic
disorder disorder Provisional tic disorder
Specific tic 1+ vocal tics & Motor or vocal Motor or vocal tics, or
type 2+ motor tics tics, but not both | both, in any quantity
(see The Fine
Print)
Duration Longer than 1 year Less than 1 year
Differential No other No other medical No other medical
diagnosis medical condition or condition or substance
condition or substance use; use; not TD; not
substance use not TD persistent (chronic)
motor or vocal tic
disorder
Demographics Must begin by age 18
Specify if . Motor tics only or .
vocal tics only
Tic definition Abrupt, nonrhythmic, quick, repeated
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The Fine Print

In TD, motor and vocal tics need not occur in the same time frame

Gordon Whitmore

Gordon was a 20-year-old college student who came to the clinic with this chief com-
plaint: “I stopped my medicine, and my Tourette’s is back.”

The product of a full-term pregnancy and uncomplicated delivery, Gordon had
developed normally until he was 8 years old. That was when his mother noticed his
first tic. At the breakfast table, she was looking at him across the top of a box of Post
Toasties. As he read what was written on the back, every few seconds he would blink
his eyes, squeezing them shut and then opening them wide.

“She asked me what was wrong, said she wondered if I was having a convulsion,”
Gordon told the mental health clinician. He suddenly interrupted his story to yell, “Shit-
fuck! Shit-fuck!” As he bellowed out each exclamation, he twisted his head sharply to
the right and shook it so that his teeth actually rattled. “But I never lost consciousness
or anything like that. It was only the beginning of my Tourette’s.”

Unperturbed by his sudden outburst, Gordon continued his story. Gradually
throughout his childhood, he accumulated an assortment of facial twitches and other
abrupt movements of his head and upper body. Each new motor tic earned renewed
taunts from his classmates, but these were mild compared with the abuse he suffered
once the vocal tics began.

Not long after he turned 13, Gordon noticed that a certain tension would seem
to accumulate in the back of his throat. He couldn’t describe it—it didn’t tickle and it
didn’t have a taste. It wasn’t something he could swallow down. Sometimes a cough
would temporarily relieve it, but more often it seemed to require some form of vocal-
ization to ease it. A bark or yelp usually worked just fine. But when it was most intense,
only an obscenity would do.

“Shit-fuck! Shit-fuck!” he yelled again. Then “Cunt!” Gordon shook his head again
and hooted twice.

Halfway through his junior year in high school, the vocal tics got so bad that Gor-
don was placed on “permanent suspension” until he could learn to sit in a classroom
without creating pandemonium. The third clinician his parents took him to prescribed
haloperidol. This relieved his symptoms completely, except for the tendency to blink
when he was under stress.

He had remained on this drug until a month earlier, when he read an article about
tardive dyskinesia and began to worry about his drug’s side effects. Once he stopped
taking the medication, the full spectrum of tics rapidly returned. He had recently been
evaluated by his general physician, who had pronounced him healthy. He had never
abused street drugs or alcohol.

Gordon was a neatly dressed, pleasant-appearing young man who sat quietly for
most of the interview. He really seemed quite ordinary, aside from exaggerated blink-
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ing, which occurred several times a minute. He sometimes accompanied the blinks by
opening his mouth and curling his lips around his teeth. But every few minutes there
occurred a small explosion of hoots, grunts, yelps, or barks, along with a variety of tics
that involved his face, head, and shoulders. Irregularly, but with some frequency, his
outbursts would include the expletives mentioned above—uttered with more volume
than conviction. Afterwards, he would placidly resume the conversation.

The remainder of Gordon’s mental status was not remarkable. When he wasn't
having tics, his speech was clear, coherent, relevant, and spontaneous, and he scored
a perfect 30 on the Mini-Mental State Exam. He admitted that he was worried about
his symptoms, but denied feeling depressed or especially anxious. He had never had
hallucinations, delusions, or suicidal ideas. He also denied having obsessions and com-
pulsions, adding, “You mean like Uncle George. He does rituals.”

Evaluation of Gordon Whitmore

Gordon’s symptoms had begun when he was a small child (criterion C) and included
vocal as well as multiple motor tics (A), which had occurred frequently enough and long
enough (B) to qualify him fully for a diagnosis of TD. He was otherwise healthy, so that
another medical condition (especially a neurological disorder such as dystonia) would
not appear to be a likely cause of his symptoms. Other mental disorders associated
with abnormal movements include schizophrenia and amphetamine intoxication, but
Gordon presented no evidence for either of these (D). The duration and full spectrum
of vocal and multiple motor tics distinguished his condition from other tic disorders
(persistent motor or vocal tic disorder, provisional tic disorder).

We should also inquire about conditions that may be associated with TD. These
include OCD and ADHD of childhood. (Gordon’s uncle may have had OCD.) Gordon’s
diagnosis would therefore be as follows (I'd assign him a GAF score of 55):

F95.2 [307.23] Tourette’s disorder

F95.0 [307.21] Provisional Tic Disorder

By definition, the tics in provisional tic disorder are transient. Usually, they are simple
motor tics that begin at ages 3—10 and wax and wane over a period of weeks to months;
vocal tics are less common than motor tics. A patient who has been diagnosed with
persistent motor or vocal tic disorder can never receive the diagnosis of provisional tic
disorder.

F95.1 [307.22] Persistent (Chronic) Motor or Vocal Tic Disorder

Once tics have been present for a year, they can no longer be considered provisional.
Persistent motor tics also wax and wane over a range of severity. However, persistent
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vocal tics are rare. Even persistent motor tics usually disappear within a few years,
though they may recur in adults when individuals are tired or stressed. Although per-
sistent tics are probably related genetically to TD, patients with TD cannot receive this
diagnosis.

F95.8 [307.20] Other Specified Tic Disorder
F95.9 [307.20] Unspecified Tic Disorder

Use unspecified tic disorder to code tics that don't fulfill criteria for one of the preced-
ing tic disorders. Or you can specify the reason by using other specified tic disorder.
One example would be tics that have apparently begun after age 18.

Motor Disorders
F82 [315.4] Developmental Coordination Disorder

Developmental coordination disorder (DCD) is perhaps better known by a pejorative
label—"clumsy-child syndrome.” More or less synonymous with dyspraxia (meaning
difficulty in performing skilled movements despite normal strength and sensation),
DCD remains a focus of some controversy. And it’s a big one, inasmuch as it affects
perhaps 6% of children ages 5-10; a third of these have severe symptoms. By a ratio of
about 4:1, boys are affected more often than girls.

These young people have difficulty getting their bodies to perform as they might
wish. Younger children experience delayed milestones, especially crawling, walking,
speaking—even getting dressed. Older children, usually chosen last for team sports
because they don't catch, run, jump, or kick well, may have trouble making friends.
Some children even have trouble mastering classroom skills such as coloring, printing,
cursive, and cutting with scissors.

Although the symptoms often stand on their own, for over half of patients DCD
exists as part of a broader problem that includes attention deficits or learning problems
such as dyslexia. Autism spectrum disorder has also been linked.

After years of study, the cause is still unknown. In the individual case, a vari-
ety of physical conditions must be ruled out: muscular dystrophy, congenital myasthe-
nia, cerebral palsy, central nervous system tumors, epilepsy, Friedreich’s ataxia, and
Ehlers—Danlos disease. Obviously, late onset of motor incoordination after a normal
start would weigh heavily against DCD.

Motor skill deficits can persist through adolescence and into adult life, though little
is known about the course of DCD in mature patients.
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Essential Features of Developmental Coordination Disorder

Motor skills are so much poorer than you'd expect, given a child’s age, that they get
in the way of progress in school, sports, or other activities. The specific motor behav-
iors involved include general awkwardness; problems with balance; delayed develop-
mental milestones; and slow achievement of basic skills such as jumping, throwing or
catching a ball, and handwriting.

The Fine Print

The D’s: o Disability (work/educational, social, or personal impairment) e Differen-
tial diagnosis (physical conditions such as cerebral palsy; intellectual disability; autism
spectrum disorder; ADHD)

F98.4 [307.3] Stereotypic Movement Disorder

Stereotypies are behaviors that people seem driven to perform over and again with-
out any apparent goal—repetitive movement for the sake of motion. Such behavior is
entirely normal in babies and young children, who will rock themselves, suck their
thumbs, and put into their mouths just about anything that will fit. But when stereo-
typies persist until later childhood and beyond, they may come to clinical attention as
stereotypic movement disorder (SMD).

The behaviors include rocking, hand flapping or waving, twiddling of fingers, pick-
ing at skin, and spinning of objects. Serious injury can result from biting, head banging,
or striking fingers, mouth parts, or other body parts. You'll typically encounter these
behaviors in patients with intellectual disability or autism spectrum disorder, though
also in perhaps 3% of otherwise normal children with ADHD, tics, or OCD.

Just what percentage of adults may be affected is actually unknown, though, other
than in individuals with intellectual disability, it’s probably uncommon. Of 20 adults
with SMD in one study, 14 were women; a lifetime history of mood and anxiety disor-
ders was the rule in these patients.

Patients who abuse amphetamines may become fascinated with handling mechan-
ical devices such as watches or radios, or picking at their own skin. Some will sort
or rearrange small objects such as jewelry or even pebbles—punding (from a word
popularized by amphetamine abusers), which may be related to excessive dopamine
stimulation.

SMD behaviors are associated with blindness (especially when it’s congenital),
deafness, Lesch—-Nyhan syndrome, temporal lobe epilepsy, and postencephalitic syn-
drome, as well as severe instances of schizophrenia and OCD. It has also been reported
in individual patients with Wilson’s disease and brainstem stroke, several with the
genetic syndrome cri du chat (“cry of the cat,” so called because of the characteristic
sound the patients make as infants). You may also find SMD behavior in demented
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elderly patients. Perhaps 10% of people with intellectual disability who live in a facility
have the self-injury type of SMD.

In 1995, The New Yorker reported that Bill Gates, then the CEO of Microsoft, rocks when
he works. “[H]is upper body rocks down to an almost forty-five-degree angle, rocks back
up, rocks down again. His elbows are often folded together, resting in his crotch. He rocks
at different levels of intensity according to his mood. Sometimes people who are in the
meetings begin to rock with him.” Claiming it a holdover from “an extremely young age,”
Gates told the reporter, “I think it’s just excess energy.”

Essential Features of Stereotypic Movement Disorder

You can’t find another physical or mental cause for the patient’s pointless, repeated
movements, such as head banging, swaying, biting (of self), or hand flapping.

The Fine Print

The D’s: ¢ Demographics (begins in early childhood) e Distress or disability (social,
occupational, or personal impairment; self-injury can occur) e Differential diagnosis
(OCD, autism spectrum disorder, trichotillomania, tic disorders, excoriation disorder,
intellectual disability, substance use disorders, and physical disorders)

Coding Notes
Specify:
{with}{Without} self-injurious behavior

Specify current severity:

Mild. Symptoms are readily managed behaviorally.

Moderate. Symptoms require behavior modification and specific protective
measures.

Severe. Symptoms require continuous watching to avert possible injury.

Specify if:

Associated with a known medical or genetic condition, neurodevelopmental
disorder, or environmental factor (such as intellectual disability or fetal alcohol
syndrome)
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Communication Disorders

Communication disorders are among the most frequent reasons why children are
referred for special evaluation. For some children, problems with communication are
symptomatic of broader developmental problems, such as autism spectrum disorder
and intellectual disability. Many other children, however, have stand-alone disorders of
speech and language.

Disorders of speech include lack of speech fluidity (for example, stuttering); inac-
curately produced or appropriately used speech sounds (as in speech sound disorder);
and developmental verbal dyspraxias, which result from impaired motor control and
coordination of speech organs. Disorders of language comprise problems with forma-
tion of words (morphology) or sentences (syntax), language meaning (semantics), and
the use of context (pragmatics). The old (DSM-1V) disorders of expressive and receptive
language, as well as problems with reading and writing, have been subsumed within
the latter category.

These disorders still are not well understood or (often) well recognized. While they
are differentiable, they are also highly comorbid with one another.

F80.2 [315.32] Language Disorder

Language disorder (LD) is a new category intended to cover language-related problems
including spoken and written language (and even sign language) that are manifested in
receptive and expressive language ability—though these may be present to different
degrees. Both vocabulary and grammar are usually affected. Patients with LD speak
later and less than normal children, ultimately impairing academic progress. Later in
life, occupational success may be impaired.

The diagnosis should be based on history, direct observation, and standardized
testing, though no actual testing results are specified in the criteria. The condition
tends to persist, so that affected teens and adults will likely continue to have difficulty
expressing themselves. This disorder has strong genetic underpinnings.

Language impairments can also coexist with other developmental disorders,
including intellectual disability, ADHD, and autism spectrum disorder.

Essential Features of Language Disorder

Beginning early in childhood, a patient’s use of spoken and written language per-
sistently lags behind age expectations. Compared to age-mates, patients will have
small vocabularies, impaired use of words to form sentences, and reduced ability to
employ sentences to express ideas.
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The Fine Print

The D’s: e Duration and demographics (begins in early childhood; tends to chronicity)
e Disability (work/educational, social, or personal impairment) e Differential diagnosis
(sensory impairment, autism spectrum disorder, intellectual disability, learning disor-
der—though each of these may coexist with LD)

F80.0 [315.39) Speech Sound Disorder

Substituting one sound for another or omitting certain sounds completely is the sort of
error made by patients with speech sound disorder (SSD), formerly called phonological
disorder. The difficulty can arise from inadequate knowledge of speech sounds or from
motor problems that interfere with speech production. Consonants are affected most
often, as in lisping. Other examples include errors in the order of sounds (“gaspetti” for
spaghetti). The errors of speech found in those who learn English as a second language
are not considered examples of SSD. When SSD is mild, the effects may appear quaint
or even cute, but the disorder renders more severely affected individuals hard to under-
stand, sometimes unintelligible.

Although SSD affects 2-3% of preschool children (it's more prevalent in boys),
spontaneous improvement is the rule, reducing the prevalence to about 1 in 200 by late
teens. The condition is familial and can occur with other language disorders, anxiety
disorders (including selective mutism), and ADHD.

Essential Features of Speech Sound Disorder

The patient has problems producing the sounds of speech, compromising communi-
cation.

The Fine Print

The D’s: e Duration (beginning in early childhood) e Disability (work/educational or
social) e Differential diagnosis (physical disorders such as cleft palate or neurological
disorders; sensory impairment such as hearing impairment; selective mutism)

F80.81 [315.35] Childhood-Onset Fluency Disorder

Although the loss of fluency and rhythm comprised by what used to be called simply
stuttering (the title was changed to comply with ICD-10) is familiar to every layperson,
the stutterer’s agonized sense of dyscontrol is not. The momentary panic that ensues
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may cause these people to take extreme measures to avoid difficult sounds or situ-
ations—even such ordinary experiences as using a telephone. Typically, they report
anxiety or frustration, even physical tension. You'll notice children clenching their fists
or blinking their eyes in the effort to regain control, especially when there is extra pres-
sure to succeed (as when speaking to a group).

Stuttering occurs especially with consonants; the initial sounds of words, the first
word of a sentence; and words that are accented, long, or seldom used. It may be pro-
voked by joke telling, saying one’s own name, talking to strangers, or speaking to an
authority figure. Stutterers often find that they are fluent when singing, swearing, or
speaking to the rhythm of a metronome.

On average, stuttering starts at age 5, but it can begin as young as 2. Because young
children often have dysfluencies of speech, early stuttering is often ignored. Sudden
onset may correlate with greater severity. As many as 3% of young children stutter;
the percentage is higher for children with brain injuries or intellectual disability. Boys
outnumber girls at least 3:1. Although reports vary, the prevalence in adults is about 1
in 1,000, of whom 80% are male.

Stuttering runs in families, and there is some evidence of heritability. There are
genetic (and some symptomatic) links to Tourette’s disorder, which is a dopamine-
related disorder; dopamine antagonists have been used to ameliorate the effects of stut-
tering.

Essential Features of
Childhood-Onset Fluency Disorder (Stuttering)

These patients have problems speaking smoothly, most notably with sounds that are
drawn out or repeated; there may be pauses in the middle of words. They experi-
ence marked tension while speaking, and will repeat entire words or substitute easier
words for those that are difficult to produce. The result: anxiety about the act of
speaking.

The Fine Print

The D’s: e Duration (beginning in early childhood) e Distress or disability (social, aca-
demic, or occupational) e Differential diagnosis (speech motor deficits; neurological
conditions such as stroke; other mental disorders)

Coding Note

Stuttering that begins later in life should be recorded as adult-onset fluency disorder
and coded F98.5 [307.0].
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F80.89 [315.39] Social (Pragmatic) Communication Disorder

Social (pragmatic) communication disorder (SCD) describes patients who, despite ade-
quate vocabulary and ability to form sentences, still have problems with the practical
use of language. The world of communications calls this pragmatics, and it involves
several principal skills:

e Using language to pursue different tasks, such as welcoming someone, commu-
nicating facts, making a demand, issuing a promise, or making a request.

e Adapting language in accord with the needs of a particular situation or indi-
vidual, such as speaking differently to children than to adults or in class versus
at home.

e Adhering to the conventions of conversation, such as taking turns, staying on
topic, using nonverbal (eye contact, facial expressions) as well as verbal signals,
allowing adequate space between speaker and listener, or restating something
that’s been misinterpreted.

e Understanding implied communications, such as metaphors, idioms, and humor.

Patients with SCD, whether children or adults, have difficulty understanding and using
the pragmatic aspects of social communication, to the point that their conversations can
be socially inappropriate. Yet they do not have the restricted interests and repetitive
behaviors that would qualify them for a diagnosis of autism spectrum disorder. SCD
can occur by itself or with other diagnoses, such as other communication disorders,
specific learning disorders, or intellectual disability.

Essential Features of
Social (Pragmatic) Communication Disorder

From early childhood, the patient has difficulty with each of these features: using
language for social reasons, adapting communication to fit the context, following
the conventions (rules) of conversation, and understanding implied communications.

The Fine Print

The D’s: o Disability (work/educational, social, or personal impairment) e Duration
(usually first identified by age 4-5) e Differential diagnosis (physical or neurological
conditions, autism spectrum disorder, intellectual disability, social anxiety disorder,
ADHD)
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F80.9 [307.9] Unspecified Communication Disorder

The usual drill applies: Diagnose unspecified communication disorder when a problem
with communication doesn’t fulfill criteria for one of the previously mentioned condi-
tions, yet causes problems for the patient.

Specific Learning Disorder

Specific learning disorder (SLD) is a particular problem in acquiring information—a
problem that isn’t consistent with a child’s age and native intelligence, and that can’t be
explained by external factors such as culture or lack of educational opportunity. SLD
thus comprises a set of discrepancies (in reading, mathematics, and written expression,
as well as some not yet specified) between the child’s theoretical ability to learn and
actual academic achievement.

Before a diagnosis can be affirmed, the criteria require evidence of significant
deficit obtained from of an individually administered, standardized test that is psycho-
metrically sound and culturally appropriate. Like the vast majority of DSM-5 disor-
ders, SLD cannot be diagnosed unless it affects school, work, or social life. Of course,
the child’s intellectual level will affect the manifestation, prognosis, and remedy of the
SLD.

Except for the descriptive specifier “with impairment in written expression,”
which can appear a year or two later than the others, SLD usually declares itself by
the time the child reaches second grade. Two main groups of affected children have
been identified. Most affected children have problems with language skills, includ-
ing spelling and reading; these stem from a basic difficulty in processing sounds and
symbols of language (in other words, they have a phonological processing disability). A
smaller number have difficulties solving problems—visuospatial, motor, and/or tactile-
perceptual problems that manifest as dyscalculia.

In one form or another, SLD affects 5-10% of Americans over the course of their
lifetimes; boys are two to four times more often affected than girls. Of course, a child’s
behavioral and social consequences are proportional to the severity of the impairment
and to the available educational remediation and social support. Overall, however, as
many as 40% of children formally diagnosed with SLD leave school before complet-
ing high school, against a national average of about 6%. These disorders are likely
to persist into adult life, where the prevalence is about half that for children. Of the
types of SLD, problems with math are the most likely to have an influence on adult
functioning.

Children with SLD are also more likely to have behavioral or emotional problems,
specifically ADHD (which worsens the mental health prognosis), autism spectrum dis-
order, developmental coordination disorder, and communication disorders, as well as
anxiety and mood disorders.
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Specific Learning Disorder with Impairment in Reading (Dyslexia)

The best-studied disorder of this group, the reading type of SLD (aka dyslexia), occurs
when a child (or adult, should it persist) cannot read at the level expected for age and
intelligence. It can take several forms: difficulty with comprehension or speed when the
person is reading silently; with accuracy when the person is reading aloud; with spell-
ing when the person is, well, trying to spell. Normally distributed throughout the popu-
lation (and occurring at every intelligence level), dyslexia affects about 4% of school-age
children, most of them boys.

In the quest for causation, it is interesting to note that children are less likely to
have reading problems when their native language has good correspondence between
graphemes and phonemes (that is, the words sound generally the way they look). In that
sense, English is relatively troublesome, Italian facile.

Dyslexia has been attributed to a variety of environmental factors (lead poison-
ing, fetal alcohol syndrome, low socioeconomic status) and familial causes (inheritance
may account for as many as 30% of cases). Especially at risk are socially disadvantaged
children, who are less likely to receive the early stimulation that is important to child-
hood development. Clinicians must rule out vision and hearing problems, behavioral
disorders, and ADHD (which is often comorbid).

Prognosis for dyslexia depends on several factors, especially its severity in the indi-
vidual patient: Reading at two standard deviations below the population mean signifies
an especially poor outlook. Other factors include parents’ educational levels and the
child’s overall intellectual capabilities.

Early identification of dyslexia improves outcome. One study showed that 40%
of children treated when age 7 could read normally at age 14. However, some news
isn't so good: Perhaps 40 million adult Americans are barely literate. Although reading
accuracy tends to improve with time, fluency continues to be a problem into maturity.
Adults may read slowly, confuse or mispronounce proper names and unfamiliar words,
avoid reading aloud (due to embarrassment), or spell imaginatively (and choose words
that are easier to spell). Frequently, reading is such a tiring chore that they choose not
to read for pleasure.

Specific Learning Disorder with Impairment
in Mathematics (Dyscalculia)

What do we know about the mathematics type of SLD? It’s a little hard to figure. These
people have difficulty performing mathematical operations—counting, understanding
mathematical concepts and recognizing symbols, learning multiplication tables, per-
forming operations as simple as addition or as complex as story problems—but we don’t
really know the cause. Perhaps it’s part of a larger nonverbal learning disability, or
a problem in making a connection between number sense and the representation of
numbers.
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Whatever the cause, about 5% of schoolchildren are affected. Of course, you won't
find it in very young children. Although it's been shown that even babies have number
sense, this condition cannot rear its head until the age at which children are expected
to start doing math—sometimes in kindergarten, but more usually by the beginning of
second grade.

Gerstmann’s syndrome is a collection of symptoms that results from a stroke or other dam-
age to the left parietal lobe of the brain in the region of the angular gyrus. It comprises four
main disabilities: problems with writing clearly (agraphia or dysgraphia), understanding
the rules for calculation (dyscalculia), telling left from right, and distinguishing fingers on
the hand (finger agnosia). In addition, many adults have aphasia.

The syndrome is sometimes reported in children, for whom the cause is unknown;
some of these kids are otherwise quite bright. It is usually identified when a child starts
school. Besides the four main symptoms, many children also have dyslexia and cannot
copy simple drawings—a disability called constructional apraxia.

Specific Learning Disorder with Impairment in Written Expression

Patients with the written expression form of SLD have problems with grammar, punc-
tuation, spelling, and developing their ideas in writing. Children have problems trans-
lating information from oral/auditory form to visual/written form; what they write may
be too simple, too brief, or too hard to follow. Some have trouble generating new ideas.
Note that though handwriting may be indecipherable, you wouldn’t make this diagnosis
when poor penmanship is the only problem.

This problem usually doesn’t appear until second grade or later—well after the
usual onset of SLD in reading. Writing demands subsequently increase from third to
sixth grade. It can be due to troubles with working memory (there’s a problem with the
organization of what the child is trying to say). The diagnosis is generally not appropri-
ate if the patient is poorly coordinated, as in developmental coordination disorder.

Essential Features of Specific Learning Disorder
The patient has important problems with reading, writing, or arithmetic, to wit:
Reading is slow or requires inordinate effort, or the patient has marked diffi-

culty grasping the meaning.
The patient has trouble with writing content (not the mechanics): There are
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grammatical errors, ideas are expressed in an unclear manner or are poorly
organized, or spelling is unusually “creative.”

The patient experiences unusual difficulty with math facts, calculation, or math-
ematical reasoning.

Whichever skill is affected, standardized tests reveal scores markedly less than
expected for age.

The Fine Print

School records of impairment can be used instead of testing for someone 17+ years
of age.

The D’s: e Demographics (beginning in early school years, though full manifestation
may come only when demands exceed a patient’s abilities) e Disability (social, aca-
demic, occupational) e Differential diagnosis (physical disorders such as vision, hear-
ing, or motor performance; intellectual disability; ADHD)

Coding Notes

F81.0 [315.00] With impairment in reading. Specify word-reading accuracy, read-
ing rate or fluency, or reading comprehension.

F81.81 [315.2] With impairment of written expression. Specify spelling accuracy,
grammar and punctuation accuracy, legible or fluent handwriting, or clarity
and organization of written expression.

F81.2 [315.1] With impairment of mathematics. Specify number sense, memori-
zation of arithmetic facts, accurate or fluent calculations, or accurate math
reasoning.

For each affected discipline (and subset), specify severity:

Mild. There are some problems, but (often with support) the patient can com-
pensate well enough to succeed.

Moderate. There are marked difficulties, and these will require considerable
remediation for proficiency. Some accommodation may be needed.

Severe. Critical problems will be difficult to overcome without intensive reme-
diation. Even extensive support services may not promote adequate com-
pensation.

F88 [315.8] Other Specified Neurodevelopmental Disorder
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F89 [315.9] Unspecified Neurodevelopmental Disorder

Use these categories for those patients who have a disorder that appears to begin before
adulthood and is not better defined elsewhere. For those in the first group, specify a
reason, such as, “Neurodevelopmental disorder associated with ingestion of lead.” The
latter category is used especially when you lack adequate information.



Schizophrenia Spectrum
and Other Psychotic Disorders

Quick Guide to the Schizophrenia Spectrum
and Psychotic Disorders

When psychosis is a prominent reason for a mental health evaluation, the diagnosis will be
one of the disorders or categories listed below. The page number following each item indi-
cates where a more detailed discussion begins. (To facilitate discussion, | have not adhered
to the order in which DSM-5 presents these conditions.)

Schizophrenia and Schizophrenia-Like Disorders

Schizophrenia. For at least 6 months, these patients have had two or more of these five
types of psychotic symptom: delusions, disorganized speech, hallucinations, negative symp-
toms, and catatonia or other markedly abnormal behavior. Ruled out as causes of the psy-
chotic symptoms are significant mood disorders, substance use, and general medical condi-
tions (p. 64).

Catatonia associated with another mental disorder (catatonia specifier). These patients
have two or more of several behavioral characteristics (defined on p. 100). The specifier can
be applied to disorders that include psychosis, mood disorders, autistic spectrum disorder,
and other medical conditions (p. 100).

Schizophreniform disorder. This category is for patients who have the basic symptoms of
schizophrenia but have been ill for only 1-6 months—Iless than the time specified for schizo-
phrenia (p. 75).

Schizoaffective disorder. For at least 1 month, these patients have had basic schizophrenia
symptoms; at the same time, they have prominent symptoms of mania or depression (p. 88).

55
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Brief psychotic disorder. These patients will have had at least one of the basic psychotic
symptoms for less than 1 month (p. 80).

Other Psychotic Disorders

Delusional disorder. These patients have delusions, but not the other symptoms of schizo-
phrenia (p. 82).

Psychotic disorder due to another medical condition. A variety of medical and neurological
conditions can produce psychotic symptoms that may not meet criteria for any of the condi-
tions above (p. 97).

Substance/medication-induced psychotic disorder. Alcohol or other substances (intoxica-
tion or withdrawal) can cause psychotic symptoms that may not meet criteria for any of the
conditions above (p. 93).

Other specified, or unspecified, schizophrenia spectrum and other psychotic disorder. Use
one of these categories for patients with psychoses that don’t seem to fit any of the catego-
ries above (p. 106).

Unspecified catatonia. Use when a patient has symptoms of catatonia but there isn"t enough
information to substantiate a more definitive diagnosis (p. 107).

Disorders with Psychosis as a Symptom

Some patients have psychosis as a symptom of mental disorders discussed in other chapters.
These disorders include the following:

Mood disorder with psychosis. Patients with a severe major depressive episode (p. 112) or
manic episode (p. 116) can have hallucinations and mood-congruent delusions.

Cognitive disorders with psychosis. Many patients with delirium (p. 477) or major neurocog-
nitive disorder (p. 492) have hallucinations or delusions.

Personality disorders. Patients with borderline personality disorder may have transient peri-
ods (minutes or hours) when they appear delusional (p. 545). Patients with schizophrenia
may have premorbid schizoid or (especially) schizotypal personality disorder (pp. 535, 538).

Disorders That Masquerade as Psychosis

The symptoms of some disorders appear to be psychotic, but are not. These disorders include
the following:

Specific phobia. Some phobic avoidance behaviors can appear quite strange without being
psychotic (p. 182).
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Intellectual disability. Patients with intellectual disability may at times speak or act bizarrely
(p. 20).

Somatic symptom disorder. Sometimes these patients will report pseudohallucinations or
pseudodelusions (p. 251).

Factitious disorder imposed on self. These patients may feign delusions or hallucinations in
order to obtain hospital or other medical care (p. 268).

Malingering. These persons may feign delusions or hallucinations in order to obtain money
(insurance or disability payments), avoid work (such as in the military), or avoid punishment
(p. 599).

Whatever happened to folie a deux (“madness of two”)? For generations, this rarely
encountered condition was a staple of mental health diagnostic schemes. It was termed
shared psychotic disorder in recent DSMs, where it denoted patients who develop delu-
sions similar to those held by a relative or other close associate. Often the second patient’s
delusions cleared up, once association with the first patient was severed. There are several
reasons why this condition has been excluded from DSM-5.

Through the decades, there has been precious little research that would help us
understand shared psychotic disorder. We have case reports, some describing multiple
secondary patients dependent on one primary source (folie a trois, a quatre, a famille), but
not much in the way of data.

Although most of these patients live with someone who has schizophrenia or delu-
sional disorder, the phenomenon has also been linked to somatic symptom disorder,
obsessive—compulsive disorder, and the dissociative disorders. In other words, folie a deux
may be better conceptualized as a descriptive syndrome similar to the Capgras phenome-
non (in which patients believe that close associates have been replaced by exact doubles).

Most patients who would formerly have been diagnosed as having folie a deux
(shared psychotic disorder) will fulfill criteria for delusional disorder, which is how they
should now be categorized. Otherwise, you’d have to diagnose them with other specified
psychotic disorder and explain why.

Introduction

During the second half of the 20th century, one of the great leaps forward in mental
health was to recognize that psychosis can have many causes. At least in part, this prog-
ress can be credited to DSM-III and its forebears and successors, which have estab-
lished and popularized criteria for many forms of psychosis.



58

SCHIZOPHRENIA SPECTRUM AND OTHER PSYCHOTIC DISORDERS

The existence of psychosis is usually not hard to determine. Delusions, hallucina-
tions, and disorganized speech or behavior are generally obvious; they often repre-
sent a dramatic change from a person’s normal behavior. But differentiating the various
causes of psychosis can be difficult. Even experienced clinicians cannot definitively
diagnose some patients, perhaps even after several interviews.

Symptoms of Psychosis

A psychotic patient is out of touch with reality. This state of mind can manifest in one or
more of five basic types of symptom. These are DSM-5’s criterion A inclusion require-
ments for schizophrenia.

Delusions
A delusion is a false belief that cannot be explained by the patient’s culture or educa-
tion; the patient cannot be persuaded that the belief is incorrect, despite evidence to
the contrary or the weight of opinion of other people. Delusions can be of many types,
including these:
Erotomanic. Someone (often of higher social station) is in love with a patient.
Grandeur. A patient is a person of exalted station, such as God or a movie star.
Guilt. A patient has committed an unpardonable sin or grave error.

Jealousy. A spouse or partner has been unfaithful.

Passivity. A patient is being controlled or manipulated by some outside influence,
such as radio waves.

Persecution. A patient is being hounded, followed, or otherwise interfered with.

Poverty. Contrary to the evidence (a job and ample money in the bank), a patient
faces destitution.

Reference. A patient is being talked about, perhaps in the press or on TV.

Somatic. Patients” body functions have altered, they smell bad, or they have a ter-
rible disease.

Thought control. Others are putting ideas into patients’ minds.
Delusions must be distinguished from overvalued ideas, which are beliefs that

are not clearly false but continue to be held despite lack of proof that they are correct.
Examples include belief in the superiority of one’s own race or political party.
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Hallucinations

A hallucination is a false sensory perception that occurs in the absence of a related sen-
sory stimulus. Hallucinations are nearly always abnormal and can affect any of the five
senses, though auditory and visual hallucinations are the most common. But they don’t
always mean that the person experiencing them is psychotic.

To count as psychotic symptoms, hallucinations must occur when a person is awake
and fully alert. This means that hallucinations occurring only during delirium can-
not be taken as evidence of one of the psychotic disorders discussed in this chapter.
The same can be said for hallucinatory experiences that occur when someone is falling
asleep (hypnagogic) or awakening (hypnopompic). These common experiences (which
are not true hallucinations) are normal; they are better referred to as imagery.

Another requirement for a psychotic symptom is that a person must lack insight
into its unreality. You might think that this would apply to pretty much everyone, but
you'd be wrong. Consider, for example, the Charles Bonnet syndrome, in which people
who have significant loss of vision see complex visual imagery—but with full realization
that the experience is unreal.

Hallucinations must be discriminated from illusions, which are simply misinter-
pretations of actual sensory stimuli. They usually occur during conditions of decreased
sensory input, such as at night. (For example, a person awakens to the impression that
a burglar is bending over the bed; when the light comes on, the “burglar” is only a pile
of clothes on a chair.) Illusions are common and usually normal.

Disorganized Speech

Even without delusions or hallucinations, a psychotic patient may have disorganized
speech (sometimes also called loose associations), in which mental associations are gov-
erned not by logic but by rhymes, puns, and other rules not apparent to the observer, or
by no evident rule at all.

Some disorganization of speech is quite common (try reading an exact transcript
of a politician’s off-the-cuff remarks, for example). But by and large, when those words
were spoken, listeners understood perfectly well what was intended. To be regarded
as psychotically disorganized, the speech must be so badly impaired that it interferes
with communication.

Abnormal Behavior (Such as Catatonia)

Disorganized behavior, or physical actions that do not appear to be goal-directed—
disrobing in public (without theatrical or, perhaps, political intent), repeatedly mak-
ing the sign of the cross, assuming and maintaining peculiar and often uncomfort-
able postures—may indicate psychosis. Again, note how hard it can be to identify a
given behavior as disorganized. There are plenty of people who do strange things;
lots of these folks aren’t psychotic. Most patients whose behavior qualifies as psychotic
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will have actual catatonic symptoms, each of which has been carefully defined (see
p. 101).

Negative Symptoms

Negative symptoms include reduced range of expression of emotion (flat or blunted
affect), markedly reduced amount or fluency of speech, and loss of the will to do things
(@volition). They are called negative because they give the impression that something
has been taken away from the patient—not added, as would be the case with halluci-
nations and delusions. Negative symptoms reduce the apparent textural richness of a
patient’s personality. However, they can be hard to differentiate from dullness due to
depression, drug use, or ordinary lack of interest.

Distinguishing Schizophrenia from Other Disorders

DSM-5 uses four classes of information to distinguish among the various types of psy-
chosis: type of psychotic symptom, course of illness, consequences of illness, and exclu-
sions. Each of these categories (plus a few other features) can help you distinguish
schizophrenia, the most common psychotic disorder, from other disorders that include
psychosis among their symptoms. The reason for this emphasis is that the differential
diagnosis of psychosis very often boils down to schizophrenia versus nonschizophrenia.
In terms of the numbers of patients affected and the seriousness of implications for
treatment and prognosis, it is the single most important cause of psychotic symptoms.

Psychotic Symptoms

Any form of psychosis must include at least one of the five types of psychotic symptoms
described above, but to be diagnosed as having schizophrenia, a patient must have two
or more. Therefore, the first task in diagnosing any psychosis is to determine the extent
of the psychotic symptoms.

When two or more of these types of psychotic symptoms have been present for
at least 1 month, and at least one of them is hallucinations, delusions, or disorganized
speech, criterion A for schizophrenia is said to be satisfied. DSM-5 specifies that these
two or more psychotic symptom types must be present for a “significant portion of
time” during that month. But what does significant mean in this context? It could be
interpreted to mean that (1) these symptoms have been present on more than half the
days in the month; (2) several persons independently may have observed on several
days that the patient is having symptoms; or (3) the symptoms may have occurred at
times when they are especially likely to affect the patient or the environment—as with,
for example, a patient who has repeatedly interrupted a social gathering by screaming.
Finally, note that a duration of less than 1 month is allowed if treatment has caused the
symptoms to remit.
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For behavior to be psychotic, it must be grossly abnormal, and the patient must
lack insight into its nature. Examples of psychotic behavior would include symptoms
of catatonia, such as mutism, negativism, mannerisms, or stereotypies—without appar-
ent recognition that the behaviors in question are abnormal. (For definitions of these
symptoms, see the p. 101 sidebar.) An example of bizarre behavior that is not psychotic
would be obsessive—compulsive rituals, which patients usually recognize as excessive
or unreasonable.

Delusions and hallucinations are the most commonplace symptoms of psychosis.
As noted earlier, delusions must be discriminated from overvalued ideas, and hallucina-
tions from illusions.

Disorganized speech means speech that goes beyond the merely circumstantial—
it must show marked loosening of associations. Examples: “He tells me something in
one morning and out the other,” “Half a loaf is better than the whole enchilada.” Or, in
response to the question, “How long did you live in Wichita?”: “Even anteaters like to
Frenchkiss.”

Negative symptoms can be hard to pinpoint, unless you ask an informant about
changes in affective lability, volition, or amount of speech. Negative symptoms can also
be mistaken for the stiffening of affect sometimes caused by neuroleptic medications.

For a diagnosis of schizophrenia, earlier DSM versions required only one type of psychotic
symptom if it was either a bizarre delusion or hallucinated voices that talk to one another.
We can feel pretty clear about the hallucinated voices, but what exactly does bizarre mean,
anyway? Unhappily, the definition is neither exact nor constant across different studies. It
isn’t even consistent across different versions of the DSM, which refer to it with decreas-
ing degrees of certitude: “with no possible basis in fact” (DSM-III), “totally implausible”
(DSM-III-R), and “clearly implausible” (DSM-IV-TR). DSM-5 has nearly stepped away from
the fray altogether, except as regards delusional disorder, where bizarre content is a speci-
fier. There, bizarre is taken to mean not only “clearly implausible,” but also neither under-
standable nor in accord with usual life experience.

So we might as well adopt the original sense that came to us several hundred years
ago from French: odd or fantastic. Examples of delusions we could call bizarre include
falling down a rabbit hole to Wonderland, being controlled (in thoughts or actions) by aliens
from Halley’s Comet, or having one’s brain replaced by a computer chip. Examples of non-
bizarre delusions include being spied upon by neighbors or betrayed by one’s spouse. (The
assessment of what is and is not bizarre may vary with our distance from those we seek
to judge: “I am unique, you are odd, they are bizarre.”)

The recent weight of opinion is that the quality of bizarreness has little importance
when it comes to diagnosis or prognosis. Therefore, in DSM-5, all patients with schizo-
phrenia must have two or more types of psychotic symptoms, no matter how fantastic any
one of them might be.



62

SCHIZOPHRENIA SPECTRUM AND OTHER PSYCHOTIC DISORDERS

Course of Illness

Cross-sectional symptoms are less important to the differential diagnosis of psychosis
than is the course of illness. That is, the type of psychosis is largely determined by the
longitudinal patterns and associated features of the disorder. Several of these factors
are noted here:

Duration. How long has the patient been ill? A duration of at least 6 months is
required for a DSM-5 diagnosis of schizophrenia. This rule was formulated
decades ago, in response to the observation that psychotic patients who have been
ill a long time tend at follow-up to have schizophrenia. Patients with a briefer
duration of psychosis may turn out to have some other disorder. For years, we've
operationally defined the time required as 6 months or longer.

Precipitating factors. Severe emotional stress sometimes precipitates a brief
period of psychosis. For example, the stress of childbirth precipitates what we call
a postpartum psychosis. A chronic course is less likely if there are precipitating
factors, including this one.

Previous course of illness. A prior history of complete recovery (no residual symp-
toms) from a psychosis suggests a disorder other than schizophrenia.

Premorbid personality. Good social and job-related functioning before the onset
of psychotic symptoms directs our diagnostic focus away from schizophrenia and
toward another psychotic disorder, such as a psychotic depression or a psychosis
due to another medical condition or substance use.

Residual symptoms. Once the acute psychotic symptoms have been treated (usu-
ally with medication), residual symptoms may persist. These are often milder man-
ifestations of the person’s earlier delusions or other active psychotic symptoms: odd
beliefs, vague speech that wanders off the point, a reduced lack of interest in the
company of others. They augur for the subsequent return of psychosis.

Consequences of lliness

Psychosis can seriously affect the functioning of both patient and family. The degree of
this effect can help discriminate schizophrenia from other causes of psychosis. To be
diagnosed as having schizophrenia, the patient must have materially impaired social or
occupational functioning. For example, most patients with schizophrenia never marry
and either don’t work at all or hold jobs that require a lower level of functioning than
is consistent with their education and training. The other psychotic disorders do not
require this criterion for diagnosis. In fact, the criteria for delusional disorder even
specify that functioning is not impaired in any important way except as it relates spe-
cifically to the delusions.
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Exclusions

Once the fact of psychosis is established, can it be attributed to any mental disorder
other than schizophrenia? We must consider at least three sets of possibilities.

First, the top place in any differential diagnosis belongs to disorders caused by
physical conditions. History, physical examination, and laboratory testing must be scru-
tinized for evidence. See the table “Physical Disorders That Affect Mental Diagnosis”
in the Appendix for a listing of some of these disorders.

Next, rule out substance-related disorders. Has the patient a history of abusing
alcohol or street drugs? Some of these (cocaine, alcohol, psychostimulants, and the psy-
chotomimetics) can cause psychotic symptoms that closely mimic schizophrenia. The
use of prescription medications (such as adrenocorticosteroids) can also produce symp-
toms of psychosis. See the table “Classes (or Names) of Medications That Can Cause
Mental Disorders” in the Appendix for more information.

Finally, consider mood disorders. Are there prominent symptoms of either mania
or depression? The history of mental health treatment is awash in patients whose mood
disorders have for years been diagnosed as schizophrenia. Mood disorders should be
included early in the differential diagnosis of any patient with psychosis.

Other Features

You should also think about some features of psychosis that are not included in the
DSM-5 criteria sets. Some of these can help predict outcome. They include the follow-
ing:

Family history of illness. A close relative with schizophrenia increases your
patient’s chances of also having schizophrenia. Bipolar I disorder with psychotic
features also runs in families. Always learn as much as you can about the family
history, so you can form your own judgment; accepting another clinician’s opinion
about diagnosis can be risky.

Response to medication. Regardless of how psychotic the patient appears, previ-
ous recovery with, say, lithium treatment suggests a diagnosis of mood disorder.

Age at onset. Schizophrenia usually begins by a person’s mid-20s. Onset of illness
after the age of 40 suggests some other diagnosis. It could be delusional disorder,
but you should consider a mood disorder. However, late onset does not completely
rule out a schizophrenia diagnosis, especially of the type we used to call paranoid.

| have intentionally written up the material that follows in a different order from that
adopted by DSM-5. The stated intention of that manual is to order its material along “a
gradient of psychopathology” that clinicians should generally follow, so that they consider
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first conditions that don’t attain full status as psychotic disorders or that affect relatively
fewer aspects of a patient’s life. Hence DSM-5 begins with schizotypal personality disorder
and progresses next to delusional disorder and catatonia.

Here’s the reasoning for my approach. As a general matter, | agree that we should
evaluate our patients along a safety continuum, beginning with disorders that can be more
readily treated (such as a substance-induced psychotic disorder) or those that have a rela-
tively better prognosis (such as mood disorders with psychosis). However, from an educa-
tional point of view, it helps me to describe first a condition (schizophrenia) that includes all
conceivable symptoms and then fiddle with variations. | believe that my approach is more

likely to help you learn the basic features of psychosis.

The Schizophrenia Spectrum

F20.9 [295.90] Schizophrenia

In an effort to achieve precision, the DSM criteria for schizophrenia have become more
complicated over the years. But the basic pattern of diagnosis remains so straightfor-
ward that it can be outlined briefly.

1.

Before becoming ill, the patient may have a withdrawn or otherwise peculiar
personality.

For some time (perhaps 3—6 years) before becoming clinically ill, the patient
may have experiences that, while not actually psychotic, portend the later
onset of psychosis. This prodromal period is characterized by abnormalities of
thought, language, perception, and motor behavior.

. The illness proper begins gradually, often imperceptibly. At least 6 months

before a diagnosis is made, behavior begins to change. Right from the start,
this may involve delusions or hallucinations; or it may be heralded by milder
symptoms, such as beliefs that are peculiar but not psychotic.

. The patient has been frankly psychotic during at least 1 month of those 6. There

have been two or more of the five basic symptom types described at the start of
this chapter; hallucinations, delusions, or disorganized speech must be one of
the two.

The illness causes important problems with work and social functioning.

The clinician can exclude other medical disorders, substance use, and mood
disorders as probable causes.

Although most patients improve with treatment, relatively few recover to such
an extent that they return completely to their premorbid state.
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There are several reasons why it is important to diagnose schizophrenia accurately:

Frequency. It is a common condition: Up to 1% of the general adult population will
contract this disorder. For unknown reasons, males become symptomatic several
years younger than do females.

Chronicity. Most patients who develop schizophrenia continue to have symptoms
throughout their lives.

Severity. Although most patients do not require months or years of hospitaliza-
tion, as was the case before neuroleptic medications were developed, incapacity
for social and work functioning can be profound. Psychotic symptoms can vary in
their degree of severity (see sidebar, p. 74).

Management. Adequate treatment almost always means using antipsychotic drugs,
which, despite their risk of side effects, often must be taken lifelong.

Although nearly everyone does so, it is probably incorrect to speak of schizophre-
nia as if it were one disease. It is almost certainly a collection of several underlying
etiologies, for which the same basic diagnostic criteria are used. It is also important to
note that many symptoms in addition to the formal criteria are often found in patients
with schizophrenia. Here are a few:

Cognitive dysfunction. Distractibility, disorientation, or other cognitive problems
are often noted, though the symptoms of schizophrenia are classically described as
occurring in a clear sensorium.

Dysphoria. Anger, anxiety, and depression are some of the common emotional
reactions to ensuing psychosis. Other patients show inappropriate affect (such as
giggling when nothing appears to be funny). Anxiety attacks and disorders are
increasingly identified.

Absence of insight. Many patients refuse to take medicine in the mistaken belief
that they are not ill.

Sleep disturbance. Some patients stay up late and arise late when they are attempt-
ing to deal with the onset of hallucinations or delusions.

Substance use. Especially common is tobacco use, which affects 80% of all patients
with schizophrenia.

Suicide. Up to 10% of these patients (especially newly diagnosed young men) take
their own lives.

Because schizophrenia can present in so many different ways, and because it is so
important (to individuals, society, and the history of mental disorder), I will illustrate
with the stories of four patients.
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Essential Features of Schizophrenia

The classic picture of a patient with schizophrenia is of a young person (late teens
or 20s) who has had (1) delusions (especially persecutory) and (2) hallucinations
(especially auditory). However, some patients will have (3) speech that is incoherent
or otherwise disorganized, (4) severely abnormal psychomotor behavior (catatonic
symptoms), or (5) negative symptoms such as restricted affect or lack of volition (they
don’t feel motivated to do work, maintain family life). Diagnosis requires at least two
of these five types of psychotic symptoms, at least one of which must be delusions,
hallucinations, or disorganized speech (criterion A). The patient is likely to have some
mood symptoms, but they will be relatively brief. lliness usually begins gradually,
perhaps almost imperceptibly, and builds across at least 6 months in a crescendo of
misery and chaos.

The Fine Print

Don’t dismiss the D’s: ¢ Duration (6+ months, with criterion A symptoms for at least a
month) e Distress or disability (social, occupational, or personal impairment) e Differ-
ential diagnosis (other psychotic disorders, mood or cognitive disorders, physical and
substance-induced psychotic disorders, peculiar ideas—often political or religious—
shared by a community)

Coding Notes
Specify:
With catatonia (see p. 100)

If the disorder has lasted at least 1 year, specify course:

First episode, currently in acute episode

First episode, currently in partial remission

First episode, currently in full remission
Multiple episodes, currently in acute episode
Multiple episodes, currently in partial remission
Multiple episodes, currently in full remission
Continuous

Unspecified

You may specify severity, though you don’t have to (see p. 74).
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Whereas DSM-IV (and each of its predecessors) listed several subtypes of schizophrenia,
DSM-5 has largely done away with them. Why is this? And why were they there in the first
place?

Sadly, the venerable categories of hebephrenic (disorganized), catatonic, and para-
noid types, each of which has roots deep in the 19th century, simply didn’t predict much—
not enough, at any rate, to justify their existence. Furthermore, they didn’t necessarily hold
true to type from one episode of psychosis to the next. Catatonia, always encountered
more often in illnesses other than schizophrenia, has now been demoted to a specifier
denoting behaviors that apply not just to schizophrenia but to mood disorders as well as
to physical illnesses. And the other old categories, while interesting to discuss (at least by
clinicians old enough to have been weaned on these concepts), have been relegated to
history’s dust bin, along with fever therapy and wet sheet packs.

Lyonel Childs

When he was young, Lyonel Childs had always been somewhat isolated, even from his
two brothers and his sister. During the first few grades in school, he seemed almost
suspicious if other children talked to him. He seldom seemed to feel at ease, even with
those he had known since kindergarten. He never smiled or showed much emotion, so
that by the time he was 10, even his siblings thought he was peculiar. Adults said he
was “nervous.” For a few months during his early teens, he was interested in magic and
the occult; he read extensively about witcheraft and casting spells. Later he decided he
would like to become a minister. He spent long hours in his room learning Bible pas-
sages by heart.

Lyonel had never been much interested in sex, but at age 24, still attending col-
lege, he was attracted to a girl in his poetry class. Mary had blonde hair and dark blue
eyes, and he noticed that his heart skipped a beat when he first saw her. She always said
“Hello” and smiled when they met. He didn’t want to betray too great an interest, so he
waited until an evening several weeks later to ask her to a New Year’s Eve party. She
refused him, politely but firmly.

As Lyonel mentioned to an interviewer months later, he thought that this seemed
strange. During the day Mary was friendly and open with him, but when he ran into
her at night, she was reserved. He knew there was a message in this that eluded him,
and it made him feel shy and indecisive. He also noticed that his thoughts had speeded
up so that he couldn’t sort them out.

“I noticed that my mental energy had lessened,” he told the interviewer, “so I went
to see the doctor. I told him I had gas forming on my intestines, and I thought it was
giving me erections. And my muscles seemed all flabby. He asked me if T used drugs
or was feeling depressed. I told him neither one. He gave me a prescription for some
tranquilizers, but I just threw it away.”

Lyonel’s skin was pasty white and he was abnormally thin, even for someone so
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slightly built. Casually dressed, he sat quietly without fidgeting during that interview.
His speech was entirely ordinary; one thought flowed logically into the next, and there
were no made-up words.

By summer, he had become convinced that Mary was thinking about him. He
decided that something must be keeping them apart. Whenever he had this feeling, his
thoughts seemed to become so loud that he felt sure other people must be able to hear.
He neglected to look for a summer job that year and moved back into his parents” house,
where he kept to his room, brooding. He wrote long letters to Mary, most of which he
destroyed.

In the fall, Lyonel realized that his relatives were trying to help him. Although
they would wink an eye or tap a finger to let him know when she was near, it did no
good. She continued to elude him, sometimes only by minutes. At times there was a
ringing in his right ear, which caused him to wonder whether he was becoming deaf.
His suspicion seemed confirmed by what he privately called “a clear sign.” One day
while driving he noticed, as if for the first time, the control button for his rear window
defroster. It was labeled “rear def,” which to him meant “right-ear deafness.”

When winter deepened and the holidays approached, Lyonel knew that he would
have to take action. He drove off to Mary’s house to have it out with her. As he crossed
town, people he passed nodded and winked at him to signal that they understood and
approved. A woman’s voice, speaking clearly from just behind him in the back seat,
said, “Turn right!” and “Atta boy!”

Evaluation of Lyonel Childs

Two of the five symptoms listed in DSM-5’s criterion A must be present for a diagnosis
of schizophrenia, and Lyonel did have two—delusions (criterion A1) and hallucinations
(A2). Note this new feature in DSM-5: A diagnosis of schizophrenia requires that at
least one of delusions, hallucinations, and disorganized speech be among the patient’s
psychotic symptoms.

As with Lyonel, the hallucinations of schizophrenia are usually auditory. Visual
hallucinations often indicate a substance-induced psychotic disorder or psychotic dis-
order due to another medical condition; they can also occur in major neurocognitive
disorder (dementia) and delirium. Hallucinations of sense or smell are more com-
monly experienced by a person whose psychosis is due to another medical condition,
but their presence would not rule out schizophrenia.

As with Lyonel, auditory hallucinations are typically clear and loud; patients
will often agree with the examiner who asks, “Is it as loud as my voice is right now?”
Although the voices may seem to come from within a patient’s head, the source may be
located elsewhere—the hallway, a household appliance, the family’s cat.

The special messages that Lyonel received (finger tapping, eye winking) are called
delusions of reference. Patients with schizophrenia may also experience other sorts of
delusions; T've listed these on page 58. Often delusions are to some extent persecutory
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(that is, the patient feels in some way pursued or interfered with). None of Lyonel’s
delusional ideas were so far from normal human experience that I'd call them bizarre.

Lyonel did not have disorganized speech, catatonic behavior, or negative symp-
toms, but others with schizophrenia may. His illness significantly interfered with his
work (he didn’t get a summer job) and his relationships with others (he stayed in his
room and brooded). We can infer that in each of these areas he functioned much less
well than before he became ill (B).

Although Lyonel had heard voices for only a short time, he had been delusional for
several months. The prodromal symptoms (his concerns about intestinal gas and feel-
ing of reduced mental energy) had begun a year or more earlier. As a result, he easily
fulfilled the requirement of a total duration (prodrome, active symptoms, and residual
period) of at least 6 months (C).

The doctor Lyonel consulted found no evidence of another medical condition (E).
Auditory hallucinations that may exactly mimic those encountered in schizophrenia
can occur in alcohol-induced psychotic disorder. People who are withdrawing from
amphetamines may even harm themselves as they attempt to escape terrifying per-
secutory delusions. We might suspect either of these disorders if Lyonel had recently
used substances.

Lyonel also denied feeling depressed. Major depressive disorder with psychotic
features can produce delusions or hallucinations, but often these are mood-congruent
(they center around feelings of guilt or deserved punishment). Schizoaffective disorder
could be excluded because he had no prominent mood symptoms (depressive or manic,
D). From the duration of his symptoms, we know not to diagnose schizophreniform
disorder.

Many patients with schizophrenia also have an abnormal premorbid personality.
Often this takes the form of schizoid or, especially, schizotypal personality disorder.
As a child, Lyonel had at least five features of schizotypal personality disorder (see
p- 538). These included constricted affect, no close friends, odd beliefs (interest in the
occult), peculiar appearance (as judged by peers), and suspiciousness of other children.
However, he had no history that would cause us to consider autism spectrum disorder

With two psychotic symptoms and a duration of more than 6 months, Lyonel’s
illness easily matches the prototype for typical schizophrenia. Note that (as with most
DSM-5 disorders) medical and substance use causes must be ruled out, and other, more
treatable mental etiologies must be deemed less likely.

Throughout his current episode, Lyonel had had no change of symptoms that
might suggest anything other than a continuous course. He had been ill for just about 1
year. I'd peg his current GAF score at 30, and his overall diagnosis would be as follows:

F20.9 [295.90] Schizophrenia, first episode, currently in acute episode
F21 [301.22] Schizotypal personality disorder (premorbid)
756.9 [V62.29] Unemployed
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In evaluating patients who have delusions or hallucinations, be sure to consider the cogni-
tive disorders. This is especially true in an older patient whose psychosis has developed
quite rapidly. And patients with schizophrenia who have active hallucinations or delusions
should be asked about symptoms of dysphoria. They are likely to have depression or anxi-
ety (or both) that could require additional treatment.

Bob Naples

As his sister told it, Bob Naples was always quiet when he was a kid, but not what you'd
call peculiar or strange. Nothing like this had ever happened in their family before.

Bob sat in a tiny consulting room down the hall. His lips moved soundlessly, and
one bare leg dangled across the arm of his chair. His sole article of clothing was a red-
and-white-striped pajama top. An attendant tried to drape a green sheet across his lap,
but he giggled and flung it to the floor.

It was hard for his sister, Sharon, to say when Bob first began to change. He was
never very sociable, she said; “You might even call him a loner.” He hardly ever laughed
and always seemed rather distant, almost cold; he never appeared to enjoy anything
he did very much. In the 5 years since he’d finished high school, he had lived at their
house while he worked in her husband’s machine shop, but he never really lived with
them. He had never had a girlfriend—or a boyfriend, for that matter, though he some-
times used to talk with a couple of high school classmates if they dropped around.
About a year and a half ago, Bob had completely stopped going out and wouldn’t even
return phone calls. When Sharon asked him why, he said he had better things to do. But
all he did when he wasn’t working was stay in his room.

Sharon’s husband had told her that at work, Bob stayed at his lathe during breaks
and talked even less than before. “Sometimes Dave would hear Bob giggling to himself.
When he’d ask what was funny, Bob would kind of shrug and just turn away, back to
his work.”

For over a year, things didn’t change much. Then, about 2 months earlier, Bob had
started staying up at night. The family would hear him thumping around in his room,
banging drawers, occasionally throwing things. Sometimes it sounded like he was talk-
ing to someone, but his bedroom was on the second floor and he had no phone.

He stopped going in to work. “Of course, Dave'd never fire him,” Sharon contin-
ued. “But he was sleepy from being up all night, and he kept nodding off at the lathe.
Sometimes he’d just leave it spinning and wander over to stare out the window. Dave
was relieved when he stopped coming in.”

In the last several weeks, all Bob would say was “Gilgamesh.” Once Sharon asked
him what it meant and he answered, “It’s no red shoe on the backspace.” This aston-
ished her so much that she wrote it down. After that, she gave up trying to ask him for
explanations.

Sharon could only speculate how Bob came to be in the hospital. When she’d come
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home from the grocery store a few hours earlier, he was gone. Then the phone rang and
it was the police, saying that they were taking him in. A security guard down at the mall
had taken him into custody. He was babbling something about Gilgamesh and wear-
ing nothing but a pajama top. Sharon blotted the corner of her eye with the cuff of her
sleeve. “They aren’t even his pajamas—they belong to my daughter.”

Evaluation of Bob Naples

Do take a few moments to review Bob’s history for the elements of the typical schizo-
phrenia prototype. This is the picture to carry around in your head, against which you'll
match future patients.

With several psychotic symptoms, Bob fully met the basic criteria for schizophre-
nia. Besides his badly disorganized speech (criterion A3) and behavior (going out nude,
A4), he had the negative symptoms of not speaking and lack of volition (he stopped going
to work—AS5). Although he had had active symptoms for perhaps only a few months, his
decreased (even for him) sociability had begun well over a year before, extending the
total duration of his illness (C) well beyond the 6-month threshold. The vignette makes
clear the devastating effect of symptoms on his work and social life (B). However, even
with these typical features, there are still several exclusions to be ruled out.

Bob would say only one word when he was admitted, so it could not be determined
whether he had a cognitive deficit, as would be the case in a delirium or in an amphet-
amine- or phencyclidine-induced psychotic disorder. Only after treatment was begun
might his cognitive status be known for sure. Other evidence of gross brain disease (E)
could be sought with skull X-rays, MRI, and blood tests as appropriate.

Patients with bipolar I disorder can show gross defect of judgment by refusing to
remain clothed, but Bob did not have any of the other typical features of mania, such
as euphoric mood or hyperactivity—certainly not pressured speech. The absence of
prominent mood symptoms would rule out major depressive episode and schizoaf-
fective disorder (D). Over a year earlier, Bob had been found giggling to himself at
his lathe, so the early manifestations of his illness had been present for far longer than
the 6-month minimum for schizophrenia; we can therefore dismiss schizophreniform
disorder.

Several of Bob’s symptoms are typical for what used to be called disorganized
schizophrenia. His affect was inappropriate (he laughed without apparent cause),
although reduced lability (termed flat or blunted) would also qualify as a negative
symptom. By the time of his evaluation, his speech had been reduced to a single word,
but earlier it had been incoherent (and peculiar enough that his sister even wrote some
of it down). Finally, there was loss of volition (the will to do things): He had stopped
going to work and spent most of his time in his room, apparently accomplishing noth-
ing.

From Sharon’s information, a premorbid diagnosis of some form of personality dis-
order would also seem warranted. Bob’s specific symptoms included the following: no
close friends, not desiring relationships, choosing solitary activities, lack of pleasure
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in activities, and no sexual experiences. This is a pattern, often noted in patients with
schizophrenia, called schizoid personality disorder (p. 535).

Although Bob’s eventual diagnosis would seem evident, we should await the results
of lab testing to rule out causes of psychosis other than schizophrenia. Therefore, we’ll
add the qualifier (provisional) to his diagnosis. I'd give him a GAF score of just 15.

F20.9 [295.90] Schizophrenia, first episode, currently in acute episode
(provisional)
F60.1 [301.20] Schizoid personality disorder (premorbid)

Disorganized schizophrenia was first recognized nearly 150 years ago. It was originally
termed hebephrenia because it began early in life (hebe is Greek for youth). Patients with
disorganized schizophrenia can appear the most obviously psychotic of all. They often
deteriorate rapidly, talk gibberish, and neglect hygiene and appearance. More recent
research, however, has determined that the pattern of symptoms doesn’t predict enough
to make disorganized schizophrenia a useful diagnostic subcategory—other than as a
description of current symptoms.

Natasha Oblamov

“She’s nowhere near as bad as Ivan.” Mr. Oblamov was talking about his two grown
children. At 30 years of age, Ivan had such severe disorganized schizophrenia (as it was
then known) that, despite neuroleptics and a trial of electroconvulsive therapy, he could
not put 10 words together so they made sense. Now Natasha, 3 years younger than her
brother, had been brought to the clinic with similar complaints.

Natasha was an artist. She specialized in oil-on-canvas copies of the photographs
she took of the countryside near her home. Although she had had a one-woman exhibi-
tion in a local art gallery 2 years earlier, she had never yet earned a dollar from her art-
work. She had a room in her father’s apartment, where the two lived on his retirement
income. Her brother lived on a back ward of the state mental hospital.

“I suppose it’s been going on for quite a while now,” said Mr. Oblamov. “I should
have done something earlier, but I didn’t want to believe it was happening to her, too.”

The signs had first appeared about 10 months ago, when Natasha stopped attend-
ing class at the art institute and gave up her two or three drawing pupils. Mostly she
stayed in her room, even at mealtimes; she spent much of her time sketching.

Her father finally brought Natasha for evaluation because she kept opening the
door. Perhaps 6 weeks earlier she had begun emerging from her room several times
each evening, standing uncertainly in the hallway for several moments, then opening
the front door. After peering up and down the hallway, she would retreat to her own
room. In the past week, she had reenacted this ritual a dozen times each evening. Once
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or twice, her father thought he heard her mutter something about “Jason.” When he
asked her who Jason was, she only looked blank and turned away.

Natasha was a slender woman with a round face and watery blue eyes that never
seemed to focus. Although she volunteered almost nothing, she answered every ques-
tion clearly and logically, if briefly. She was fully oriented and had no suicidal ideas or
other problems with impulse control. Her affect was as flat as one of her canvases. She
would describe her most frightening experiences with no more emotion than she would
making a bed.

Jason was an instructor at the art institute. Some months earlier, one afternoon
when her father was out, he had come to the apartment to help her with “some special
stroking techniques,” as she put it (referring to her brush). Although they had ended up
naked together on the kitchen floor, she had spent most of that time explaining why she
felt she should put her clothes back on. He left unrequited, and she never returned to
the art institute.

Not long afterward, Natasha “realized” that Jason was hanging about, trying to see
her again. She would sense his presence just outside her door, but each time she opened
it, he had vanished. This puzzled her, but she couldn’t say that she felt depressed, angry,
or anxious. Within a few weeks she started to hear a voice quite a bit like Jason’s, which
seemed to be speaking to her from the photographic enlarger she had set up in the tiny
second bathroom.

“It usually just said the ‘C word, ” she explained in response to a question.

“The ‘C word?”

“You know, the place on a woman’s body where you do the ‘F word.”” Unblinking
and calm, Natasha sat with her hands folded in her lap.

Several times in the past several weeks, Jason had slipped through her window at
night and climbed into her bed while she slept. She had awakened to feel the pressure
of his body on hers; it was especially intense in her groin area. By the time she had fully
awakened, he would be gone. The previous week when she went in to use the bath-
room, the head of an eel—or perhaps it was a large snake—emerged from the toilet
bowl and lunged at her. She lowered the lid on the animal’s neck and it disappeared.
Since then, she had only used the toilet in the hall bathroom.

Evaluation of Natasha Oblamov

Natasha had a variety of psychotic symptoms. They included visual hallucinations (the
eel in the toilet—criterion A2) and a nonbizarre delusion about Jason (A1). She also had
the negative symptom of flat affect (she talked about eels and her private anatomy with-
out a hint of emotion—AS5). Although her active symptoms had been evident for only a
few months, the prodromal symptom of staying in her room had been present for about
10 months (C). I can’t identify anything in the vignette I'd call lack of volition, but her
disorder obviously interfered with her ability to complete a canvas (B).

Nothing in Natasha’s history would suggest another medical condition (E) that
could explain her symptoms. However, a certain amount of routine lab testing might
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be ordered initially: complete blood count, routine blood chemistries, urinalysis. No
evidence is given in the vignette to suggest that she had a substance-induced psy-
chotic disorder, and her affect, though flat, was pleasant enough—mnothing like the
severely depressed mood of a major depressive disorder with psychotic features (D).
Furthermore, she had never had suicidal ideas, and nothing suggested a manic epi-
sode. Duration of illness longer than 6 months rules out schizophreniform disorder
and brief psychotic disorder. Finally, her brother had schizophrenia. About 10% of the
first-degree relatives (parents, siblings, and children) of patients with schizophrenia
also develop this condition. Of course, this is not a criterion for diagnosis, but it does
help point the way.

Natasha fulfilled all elements of the prototype: psychotic symptoms, duration, and
absence of other causes (especially medical and substance use disorders). Although age
of onset isn’t included in the DSM-5 criteria, I've mentioned it in the prototype. Anyone
who becomes psychotic after, say, age 35 needs an evaluation even more careful than
usual—for other, possibly treatable causes.

In an earlier time (DSM-IV), Natasha’s symptoms would have earned her a
diagnostic subtype of undifferentiated; now everyone’s diagnosis is undifferentiated.
Because she’d been ill less than a year (though well over the 6-month minimum), there
would be no course specifier. I'd assign her a GAF score of 30. Her diagnosis would be
simply this:

F20.9 [295.90] Schizophrenia, first episode, acute

DSM-5 encourages us to rate each patient’s psychotic symptoms on a 5-point scale. Each
of the five criterion A symptoms is rated as 0 = absent, 1 = equivocal (not strong or long
enough to be considered psychotic), 2 = mild, 3 = moderate, or 4 = severe. In addition, the
manual notes that a similar rating scheme should be used for impaired cognition, depres-
sion, and mania, because each of these features is important in the differential diagnosis
of psychotic patients. These ratings can be attached to several of the different psychotic
disorders discussed in this chapter. But the use of this rating system for severity is (happily,
in my judgment) optional.

Ramona Kelt

When she was 20 and had been married only a few months, Ramona Kelt was hospital-
ized for the first time with what was then described as “hebephrenic schizophrenia.”
According to records, her mood had been silly and inappropriate, her speech disjointed
and hard to follow. She had been taken for evaluation after putting coffee grounds and
orange peels on her head. She told the staff about television cameras in her closet that
spied upon her whenever she had sex.

Since then, she had had several additional episodes, widely scattered across 25
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years. Whenever she fell ill, her symptoms were the same. Each time she recovered
enough to return home to her husband.

Every morning Ramona’s husband had to prepare a list spelling out her day’s activi-
ties, even including meal planning and cooking. Without it, he might arrive home to find
that she had accomplished nothing that day. The couple had no children and few friends.

Ramona’s most recent evaluation was prompted by a change in medical care plans.
Her new clinician noted that she was still taking neuroleptics; each morning her hus-
band carefully counted them out onto her plate and watched her swallow them. During
the interview, she winked and smiled when it did not seem appropriate. She said it had
been several years since television cameras bothered her, but she wondered whether
her closet “might be haunted.”

Evaluation of Ramona Kelt

Ramona had been ill for many years with symptoms that included disorganized behav-
ior (criterion A4) and a delusion about television cameras (Al). The diagnosis of disor-
ganized (hebephrenic) schizophrenia would at one time have been warranted, based
on her inappropriate affect and bizarre speech (A3) and behavior. When acutely ill, she
also met DSM-5 criteria for schizophrenia.

Atthis evaluation she was between acute episodes, but showed peculiarities of affect
(winking) and ideation (the closet might be haunted) that suggested attenuated psychotic
symptoms. She did have one serious, ongoing negative symptom (A5), avolition: If her
husband didn’t plan her day for her, she would accomplish pretty close to nothing (this
would earn her a GAF score of 51). However, with only one current psychotic symptom,
she appeared to be partly recovered from her last episode of schizophrenia.

Of course, to receive a diagnosis of schizophrenia, Ramona would have to have
none of the exclusions (general medical conditions, substance-induced psychotic dis-
order, mood disorders, schizoaffective disorder). I think we would be pretty safe in
assuming that this was still the case, so her current diagnosis would be as given below.
Note, too, that even the sketchy information in the vignette nicely fulfilled our typical
schizophrenia prototype. The course specifier equates essentially to the old diagnosis
of schizophrenia, residual type.

F20.9 [295.90] Schizophrenia, multiple episodes, currently in partial

remission

Psychotic Disorders Other Than Schizophrenia
F20.81 [295.40] Schizophreniform Disorder

Its name sounds as if it must be related to schizophrenia, but the diagnosis of schizo-
phreniform disorder (SphD) was devised in the late 1930s to deal with patients who may
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have something quite different. These people look as if they do have schizophrenia, but
some of them later recover completely with no residual effects. The SphD diagnosis is
valuable because it prevents closure: It alerts all clinicians that the underlying nature of
the patient’s psychosis has not yet been proven. (The -form suffix means this: The symp-
toms look like schizophrenia, which it may turn out to be. But with limited information,
the careful clinician feels uncomfortable rushing into a diagnosis that implies lifelong
disability and treatment.)

The symptoms and exclusions required for SphD are identical to those of basic
schizophrenia; where the two diagnoses differ is in terms of duration and dysfunc-
tion. DSM-5 doesn’t require evidence that SphD has interfered with the patient’s life.
However, when you think about it, most people who have had delusions and hallucina-
tions for a month or more have probably suffered some inconvenience socially or in the
workplace.

The real distinguishing point is the length of time the patient has been symp-
tomatic: From 1 to 6 months is the period required. The practical importance of the
interval is this: Numerous studies have shown that psychotic patients who have been
briefly ill have a much better chance of full recovery than do those who have been ill for
6 months or longer. Still, over half of those who are initially diagnosed as having SphD
are eventually found to have schizophrenia or schizoaffective disorder.

SphD isn't really a discrete disease at all; it’s a place filler that’s used about equally
for males and females who are of about the age as patients with schizophrenia when
they are first diagnosed. The diagnosis is made only about one-fifth as often as schizo-
phrenia is, especially in the United States and other Western countries.

In the late 1930s, the Norwegian psychiatrist Gabriel Langfeldt coined the term schizo-
phreniform psychosis. In the United States it was perhaps more relevant at that time,
when the diagnosis of schizophrenia was so often made for patients who had psychotic
symptoms but not the longitudinal course typical of schizophrenia. As Langfeldt made
clear in a 1982 letter in the American Journal of Psychiatry, when he devised the concept
he meant to include not only psychoses that look exactly like schizophrenia except for the
duration of symptoms, but other presentations as well. These include what we would today
call brief psychosis, schizoaffective disorders, and even some bipolar disorders. Time and
custom have narrowed the meaning of his term, to the point where it is hardly ever used. |
consider that to be a great pity; it’s a useful device that helps keep clinicians on their toes
and patients off chronic dosing with medication.
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Essential Features of Schizophreniform Disorder

Relatively rapid onset and offset characterize SphD. The term usually indicates a
young person (late teens or 20s) who for 30 days to 6 months has (1) delusions (espe-
cially persecutory) and (2) hallucinations (especially auditory). However, some patients
will have (3) speech that is incoherent or otherwise disorganized, (4) severely abnor-
mal psychomotor behavior (catatonic symptoms), or (5) negative symptoms such as
restricted affect or lack of volition (they don’t feel motivated to do work or maintain
family life). Diagnosis requires at least two of these five types of psychotic symptoms,
at least one of which must be delusions, hallucinations, or disorganized speech. The
patient recovers fully within 6 months.

The Fine Print

The D’s: e Duration (30 days to 6 months) e Differential diagnosis (physical and
substance-induced psychotic disorders, schizophrenia, mood disorders, or cognitive
disorders)

Coding Notes
Specify:

{with}{Without} good prognostic features, which include: (1) Psychotic symp-
toms begin early (in first month of illness); (2) confusion or perplexity at
peak of psychosis; (3) good premorbid functioning; (4) affect not blunted.
Two to four of these = With good prognostic features; none or one = With-
out.

With catatonia (see p. 100)

If it's within 6 months and the patient is still ill, use the specifier (provisional).
Once the patient has fully recovered, remove the specifier.

If the patient is still ill after 6 months, SphD can no longer apply. Change the
diagnosis to schizophrenia or some other disorder.

You may specify severity, though you don’t have to (see p. 74).

Arnold Wilson

When he was 3, Arnold Wilson’s family had entered a witness protection program. At
least that’s what he told the mental health intake interviewer.

Arnold was slim, of medium height, and clean-shaven. He wore a name tag identi-
fying him as a medical student. His eye contact was direct and steady, and he sat quietly
as he described his experiences. “It was on account of my dad,” he explained. “When
we lived back East, he used to be in the Mob.”
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Arnold’s father, the principal informant, later remarked, “OK, I'm an investment
banker. You might think that’s bad enough, but it isn’t the Mob. Well, anyway, it’s not
that mob.”

Arnold’s ideas had come to him as a revelation 2 months earlier. He was at his
desk, studying for a physiology test, when he heard a voice just behind him. “T jumped
up, thinking I must have left my door open, but there was no one in the room but me. I
checked the radio and my iPod, but everything was turned off. Then I heard it again.”

The voice was one he recognized. “But I can’t tell you whose. She told me not to.”
The woman’s voice spoke very clearly to him and seemed to move around a lot. “Some-
times she seemed like she was just behind me. Other times, she stood outside whatever
room I was in.” He agrees that she spoke in complete sentences. “Sometimes full para-
graphs. What a gabby person!” he remarked with a laugh.

At first, the voice told him he “needed to cover my tracks, whatever that meant.”
When he tried to ignore it, she became “really angry, told me to believe her, or . ..~
Arnold didn't finish the sentence. The voice pointed out that his last name, before he
was 3, was Italian. “You know, she was really beginning to make sense.”

“The name change part’s true,” his father explained. “When I married his mother,
Arnold was part of the deal. His biological father had died of cancer of the kidney. We
both thought it would be best if T adopted him.” That was 20 years ago.

Arnold had had difficulty in middle school. His attention wandered, and so did
he. As a result, he spent a lot of time in the principal’s office. Although several teachers
despaired of him, in high school he’d hit his stride. There he’d made excellent grades,
gotten into a good college, and then been accepted at a better medical school. That
autumn, just before starting his freshman year, his physical exam (and a panel of blood
tests) had been completely normal. He said his roommate would testify that he hadn’t
used any drugs or alcohol.

“It was pretty confusing, at first—the voice, I mean. I wondered if I was losing my
mind. But then we talked it over, she and I. Now it seems pretty clear.”

When Arnold talked about the voice, he became quite animated, using appro-
priate hand gestures and vocal inflections. Throughout, he gave full attention to the
interviewer, except once when he turned his head, as though listening to something.
Or someone.

Evaluation of Arnold Wilson

Arnold’s two psychotic symptoms—delusions and auditory hallucinations—are enough
to get us past the criterion A requirements, which are the same for SphD as for schizo-
phrenia. The vignette doesn’t describe the extent to which his social or school function-
ing had been compromised, but the SphD criteria set doesn’t require this information.

The clinical features of Arnold’s psychosis closely resembled those of schizophre-
nia. Of course, that’s the whole point of SphD: At the time you make the diagnosis, you
don’t know whether the outcome will be full recovery or long-term illness. Arnold’s
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symptoms had been present too long for brief psychotic disorder, which lasts less than
1 month, and too briefly for schizophrenia. He didn’t use alcohol to excess, and on his
roommate’s evidence (OK, by proxy), he didn’t use drugs at all; this would rule out a
substance-induced psychotic disorder. The usual general medical causes of psychosis
would have to be investigated, but his recent physical exam had been normal. With no
symptoms of mania or depression, bipolar I disorder would seem vanishingly unlikely.

Whenever possible for patients with SphD, a statement of prognosis should be
made. In Arnold’s case, the treating clinician noted the following evidence of good
prognosis: (1) As far as anyone could tell, his illness had begun abruptly with prominent
psychotic symptoms (auditory hallucinations). (2) His premorbid functioning (both work
and social life) had been good. (3) Lacking flattening or inappropriateness, his affect was
intact during this evaluation. The fourth good-prognosis feature specified by DSM-5 is
perplexity or confusion. Arnold did say that he was confused at first, but by the time of
his evaluation, at the height of his illness, his cognitive processes seemed intact. Thus
he had three of the features that favor a good prognosis; only two are needed.

The criteria require that a qualifier of (provisional) be appended if the diagnosis of
SphD is made before the patient recovers, as was the case for Arnold. Assuming that he
recovered completely within the 6-month limit, this qualifier could then be removed.
However, if the illness lasted longer than 6 months and it interfered with Arnold’s work
or social life, the diagnosis might need to be changed—probably to schizophrenia.

Right now, Arnold’s diagnosis should read as given below. And I'd give him a GAF
score of 60: Though his psychotic symptoms were serious, his behavior hadn’t been
markedly affected. Yet.

F20.81 [295.40] Schizophreniform disorder (provisional), with good
prognostic features

Do you need a place to park your patient while you collect more evidence? Even in DSM-5,
there persist a couple of diagnostic “sidings” that you can use to indicate that something is
wrong, but you're waiting for more information before you commit to a diagnosis. Of course,
there’s always “other specified ” or “unspecified ) but
even beyond those useful (and vague, and sometimes indiscriminately used) locutions, we
have some other terms that gain much the same advantage.

SphD is one—it can go either way, to chronicity or to recovery. And then brief psy-
chotic disorder was manufactured to cover the month of psychosis before you can diag-
nose SphD. In Chapter 6, we’ll see that acute stress disorder was cobbled together to cover
the month before posttraumatic stress disorder can be diagnosed. But that’s about the
sum of it. The problem is, we mental health clinicians are still dependent on our patients’
appearance to inform how we view them. Other medical disciplines use lab tests, and so
may avoid the diagnostic way station.
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F23 [298.8] Brief Psychotic Disorder

Patients with brief psychotic disorder (BPsD) are psychotic for at least 1 day and return
to normal within 1 month. It doesn’t matter how many symptoms they have had or
whether they have had trouble functioning socially or at work. (In parallel with schizo-
phreniform disorder, any patient who remains symptomatic longer than 1 month must
be given a different diagnosis.)

BPsD isn't an especially stable diagnosis; many patients will eventually be redi-
agnosed with another psychotic disorder. (This is hardly surprising for a diagnosis you
can have for only 30 days.). As few as 7% of first-time patients with psychotic disorders
have this as the initial diagnosis. Some patients who experience a psychosis around the
time of giving birth may be given this diagnosis. Even then, it is a rare condition: The
incidence of postpartum psychosis is only about 1 or 2 per 1,000 women who give birth.
Indeed, BPsD is overall twice as common among women as men.

European clinicians are more likely to diagnose BPsD. (This doesn’t mean that the
condition occurs more frequently in Europe, just that European clinicians are appar-
ently more alert to it—or more likely to overdiagnose it.) BPsD may be more common
among young patients (teenagers and young adults) and among patients who are from
lower socioeconomic strata or who have preexisting personality disorders. Patients with
certain personality disorders (such as borderline) who have very brief psychotic symp-
toms precipitated by stress do not require a separate diagnosis of BPsD.

Over two decades ago, in DSM-III-R, this category was called brief reactive psy-
chosis. That name and its criteria reflected the notion that it may occur in response to
some overwhelmingly stressful event, such as death of a relative. In the DSM-5 criteria,
this concept is retained only in the form of specifiers.

The decision about the diagnosis of BPsD is relatively straightforward. To compensate, we
face decisions about specifiers that are fraught. We must determine whether a stressor
could have caused the psychosis. Of course, anything could precede the onset, and to learn
what it might be could require interviewing a spouse, relative, or friend. We’d want to learn
about possible traumatic events, but also about the patient’s premorbid adjustment, past
history of similar reactions to stress, and the chronological relationship between stressor
and the onset of symptoms. Even with all this, we’re still stuck with deciding whether
the event is likely to have caused psychosis. DSM-5 tells us only that the event(s) must
be severe enough to cause stress for anyone of the patient’s situation and culture. But it
doesn’t help us at all to decide whether psychosis is in response to stress. My solution:
Ignore the words in response; if there’s marked stress, say so, and move on.
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Essential Features of Brief Psychotic Disorder

All within the course of a single month, the patient develops, then recovers com-
pletely from an episode of psychosis that includes delusions, hallucinations, or dis-
organized speech (disorganized behavior may also be present). The episode lasts at
least 1 day but less than 1 month.

The Fine Print

The D’s: e Duration (1 day to 1 month) e Differential diagnosis (mood or cognitive
disorders, psychoses caused by medical conditions or substance use, schizophrenia)

Coding Notes

If you make the diagnosis without waiting for recovery, you'll have to append the
term (provisional).

You can specify:

With postpartum onset. Symptoms begin within 4 weeks of giving birth.

{wWith}{Without} marked stressors. The stressors must appear to cause the symp-
toms, must occur shortly before their onset, and must be severe enough
that nearly anyone of that culture would feel markedly stressed.

With catatonia (see p. 100)

You may specify severity, though you don’t have to (see p. 74).

Melanie Grayson

This was Melanie Grayson’s first pregnancy, and she had been quite apprehensive about
it. She had gained 30 pounds, and her blood pressure had been slightly too high. But
she had needed only a spinal block for anesthesia, and her husband was in the room
with her when she delivered a healthy baby girl.

That night she slept fitfully; she was irritable the next day. But she breastfed her
baby and seemed to listen attentively when the nurse practitioner came to instruct her
on bathing and other postpartum care.

The next morning, while Melanie was having breakfast, her husband came to take
her and the baby home. When she ordered him to turn off the radio, he looked around
the room and said he didn’t hear one. “You know very well what radio,” she yelled, and
threw a tea bag at him.

The mental health consultant noted that Melanie was alert, fully oriented, and
cognitively intact. She was irritable but not depressed. She kept insisting that she heard
aradio playing: “T think it’s hidden in my pillow.” She unzipped the pillowcase and felt
around inside. “It’s some sort of a news report. TheyTe talking about what’s happening
in the hospital. T think T just heard my name mentioned.”
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Melanie’s flow of speech was coherent and relevant. Apart from throwing the tea
bag and looking for the radio, her behavior was unremarkable. She denied hallucina-
tions involving any of the other senses. She insisted that the voices she heard could not
be imaginary, and she didn’t think someone was trying to play a trick on her. She had
never used drugs or alcohol, and her obstetrician vouched for her excellent general
health. After much discussion, she agreed to remain in the hospital a day or two longer
to try to get to the bottom of the mystery.

Evaluation of Melanie Grayson

Despite her obvious psychosis (hallucinations and delusions), the brevity of her symp-
toms kept Melanie from meeting the criterion A requirements for schizophrenia,
schizophreniform disorder, or schizoaffective disorder. What's left?

Although Melanie remained alert and cognitively intact, any patient with abrupt
onset of psychotic symptoms should be carefully evaluated for a possible delirium.
(They will often be confused, which may be the fact with patients who have BPsD,
too. Be careful in your evaluation.) Many general medical conditions can also produce
psychotic symptoms. Anyone who becomes psychotic soon after entering the hospital
should be evaluated for a substance-induced psychotic disorder with onset during
withdrawal. Melanie had no prominent mood symptoms; if she had had any, a diagnosis
of a mood disorder with psychotic features might have been entertained.

It is worth noting that many patients who develop psychosis after delivery may
have mixtures of symptoms that include euphoria, psychosis, and cognitive changes.
Many of these patients have some form of mood disorder (often bipolar I disorder).
Diagnosis should be made with extreme care in all cases of postpartum psychosis; the
diagnosis of schizophrenia should never be made, except in the most obvious and cer-
tain of circumstances.

With a very brief duration of psychosis and none of the exclusions, Melanie would
fulfill the somewhat undemanding criteria for BPsD. Until she recovered, the diagnosis
would have to be made provisionally. I'd put her GAF score at 40. Her full diagnosis at
this time would be as follows:

F23[298.8] Brief psychotic disorder, with postpartum onset
(provisional)
080 [650] Normal delivery

F22 [297.1] Delusional Disorder

Persistent delusions are the chief characteristic of delusional disorder. Usually they can
seem entirely believable; however, it is no longer necessary that they be nonbizarre,
as DSM-IV required. Still, patients tend to appear pretty normal, as long as you don’t
touch on one of their delusions. There are half a dozen possible themes, which I've out-
lined in the Coding Notes.
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Although the symptoms can seem similar to those of schizophrenia, there are sev-
eral reasons to list delusional disorder separately:

The age of onset is often later in life (mid- to late 30s) than that of schizophrenia.

Family histories of the two illnesses are dissimilar.

At follow-up, these patients are rarely rediagnosed as having schizophrenia.

The infrequent hallucinations take a back seat to the delusions, and are under-
standable in the context of those delusions.

Most importantly, compared to that of schizophrenia, the course of delusional dis-
order is less fraught with intellectual and work-related deterioration. In fact, behav-
ior won't be much altered, outside of responses to the delusions: for instance, phoning
the police for protection, or letter-writing campaigns to complain of sundry imagined
insults or infractions. As you might suppose, resulting domestic problems are fre-
quent—and, depending on their subtype, these patients may be swept up in litigation
or endless medical tests.

Delusional disorder is uncommon (by some estimates, schizophrenia is 30 times
more frequent). Chronically reduced sensory input (being deaf or blind) may contrib-
ute to its development, as may social isolation (such as being an immigrant in a strange
country). Delusional disorder may also be associated with family traits that include
suspiciousness, jealousy, and secretiveness. The persecutory type is by far the most
common of the subtypes; the jealous type ranks a distant second.

One problem that crops up frequently is the presence of mood symptoms in patients
with delusional disorder. These may be quite unsurprisingly gloomy responses to the
perception that others do not agree with closely held beliefs. Depressive mood can
create difficult questions of differential diagnosis: Most notably, does the patient have
a primary mood disorder? The DSM-5 criteria do not provide a bright line separating
the two concepts; the time course of two sets of symptoms—mood and psychotic—may
help in the differentiation. Of course, in the case of serious question, I'd consider first
the more conservative mood disorder, though delusional disorder may look better and
better as time passes.

Shared Delusions

Though such instances are extremely rare, cases in which one or more persons develop
delusions as a result of close association with another delusional person are dramatic and
inherently interesting. DSM-IV called this condition shared psychotic disorder; as long
ago as 150 years it was known as folie a deux, which means “double insanity.” Usually
two people are involved, but three, four, or more can become caught up in the delusion.
Shared delusions affect women more often than men, and they usually occur within
families. Social isolation may play a role in the development of this strange condition.
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One of the persons affected is independently psychotic; through a close (and often
dependent) association, the other has come to believe in the delusions and other expe-
riences of the first. Though occasionally bizarre, the content of the delusion is usu-
ally believable, if often unconvincing. Isolating the independently psychotic patient
may cure the other(s), but this remedy doesn’t always work. For one thing, the parties
involved are often closely related and persist in reinforcing their mutual psychopathol-
ogy.

A few patients whose delusions mirror those of people with whom they are inti-
mately associated will, for one reason or another, not fully qualify for a diagnosis of
delusional disorder. For them, you'll have to use the category of other specified (or
unspecified) schizophrenia spectrum and other psychotic disorder, as described at the
end of this chapter.

Essential Features of Delusional Disorder

For at least a month, the patient has had delusions but no other psychotic symptoms,
and any mood symptoms are relatively brief. Other than consequences of the delu-
sions, behavior isn’'t much affected.

The Fine Print

OK, there might be some hallucinations of touch or smell, but only as they relate to
the delusions. And they won’t be prominent.

The D's: e Duration (1+ months) e Distress and disability (none, except as related to
the delusional content) e Differential diagnosis (physical and substance-induced psy-
chotic disorders, mood or cognitive disorders, schizophrenia, obsessive—compulsive
disorder)

Coding Notes

You can specify type of delusion: erotomanic, grandiose, jealous, persecutory,
somatic, mixed, or unspecified.

Specify if:

With bizarre content. This denotes obviously improbable delusions (see sidebar,
p. 61).

If the delusional disorder has lasted at least 1 year, specify course:

First episode, currently in acute episode

First episode, currently in partial remission
First episode, currently in full remission
Multiple episodes, currently in acute episode
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Multiple episodes, currently in partial remission
Multiple episodes, currently in full remission
Continuous

Unspecified

You may specify severity, though you don’t have to (see p. 74).

Molly McConegal

Molly McConegal, a tiny sparrow of a woman, sat perched on the front of her waiting
room chair. On her lap she tightly clutched a scuffed black handbag; her gray hair was
caught up in a fierce little bun at the back of her head. Through spectacles as thick
as highball glasses, she darted myopic, suspicious glances about the room. She had
already spent 45 minutes with the consultant behind closed doors. Now she was wait-
ing while her husband, Michael, had a turn.

Michael confirmed much of what Molly had already said. The couple had been
married for over 40 years, had two children, and had lived in the same neighborhood
(the same house, in fact) nearly all of their married life. Both were retired from the
telephone company, and they shared an interest in gardening.

“That was where it all started, in the garden,” said Michael. “It was last summer,
when I was out trimming the rose bushes in the front yard. Molly said she caught me
looking at the house across the street. The widow woman who lives there is younger
than we are, maybe 50. We nod and say ‘Hi, but in 10 years, I've never even been
inside her front door. But Molly said I was taking too long on those rose bushes, that I
was waiting for our neighbor—her name is Mrs. Jessup—to come out of the house. Of
course, I denied it, but she insisted. Kept talking about it for days.”

In the following months, Molly pursued the idea of Michael’s supposed extramari-
tal relationship. At first she only suggested that he had been trying to lure Mrs. Jessup
out for a meeting. Within a few weeks, she “knew” that they had been together. Soon
this had become a sex orgy.

Molly had talked of little else and had begun to incorporate many commonplace
observations into her suspicions. A button undone on Michael’s shirt meant that he
had just returned from a visit with “the woman.” The adjustment of the living room
Venetian blinds tipped her off that he had been trying to semaphore messages the night
before. A private detective Molly hired for surveillance only stopped by to chat with
Michael, submitted a bill for $500, and resigned.

Molly continued to do the cooking and washing for herself, but Michael now had
to take care of his own meals and laundry. She slept normally, ate well, and—when
she wasn’t with him—seemed to be in good spirits. Michael, on the other hand, was
becoming a nervous wreck. Molly listened in on his telephone calls and steamed open
his mail. Once she told him that she would file for divorce, but she “didn’t want the
children to find out.” Twice he had awakened at night to find her wrapped tightly in
her bathrobe and standing beside his bed, glowering down at him. “Waiting for me to
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make my move,” he said. Last week she had strewn the hallway outside his room with
thumbtacks, so that he would cry out and awaken her when he sneaked away for his
late-night sexual rendezvous.

Michael smiled and said sadly, “You know, I havent had sex with anybody for
nearly 15 years. Since I had my prostate operation, I just haven’t had the ability.”

Evaluation of Molly McConegal

If you compare the features of delusional disorder with those of schizophrenia, you will
note many differences.

First, consider symptoms. Delusions are the only psychotic symptom found to any
important degree in delusional disorder. The delusion could be any of the types listed
in the Coding Notes. In Molly’s case, they were of the jealous type, but the persecu-
tory and grandiose types are also common. Note that with the exception of occasional
olfactory or tactile hallucinations that support the content of delusions, patients with
delusional disorder will never fulfill criterion A for schizophrenia (this nonfulfillment
constitutes delusional disorder’s criterion B).

The delusions need last only 1 month; however, by the time they come to profes-
sional attention, most patients, like Molly, have been ill much longer (A). The average
age of patients may be around 55. The consequences are usually relatively mild for
delusional disorder. Indeed, aside from the direct effects of the delusion (in Molly’s
case, her marital harmony), work and social life may not be affected much at all (C).

However, the exclusions are pretty much the same as for schizophrenia. Always
rule out another medical condition or cognitive disorder, especially a dementia with
delusions, when evaluating delusional patients (D). This is especially important in
older patients, who can be quite crafty at disguising the fact that they are cognitively
impaired. Substance-induced psychotic disorders can closely mimic delusional disor-
der. This is especially true for amphetamine-induced psychotic disorder with onset
during withdrawal, in which fully oriented patients may describe how they are being
attacked by gangs of pursuers (E).

Molly McConegal had neither history nor symptoms to support any of the fore-
going disorders; however, laboratory and toxicology studies may be needed for many
patients. Other than irritability in the company of her husband, she had no symptoms of
amood disorder. Even then, her affect was quite appropriate to her content of thought.
However, many of these patients can develop mood syndromes secondary to the delu-
sions. Then the diagnosis depends on the chronology and severity of mood symptoms.
Information from relatives or other third parties is often required to determine which
came first. Also, the mood symptoms must be relatively mild and brief to sustain a diag-
nosis of delusional disorder.

Although these patients may have associated conditions—including body dysmor-
phic disorder, obsessive—compulsive disorder, or avoidant, paranoid, or schizoid per-
sonality disorder—there was no evidence for any of these in Molly McConegal.

Molly had been ill a bit less than a full year, so no course of illness could be speci-
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fied. Her GAF score would be 55 (highest level in the past year). Her diagnosis would
be as follows:

F22[297.1] Delusional disorder, jealous type

Miriam Phillips

Miriam Phillips was 23 when she was hospitalized. She had spent nearly all her life in
the Ozarks, where she sometimes attended class in a three-room school. Although she
was bright enough, she had little interest in her studies and often volunteered to stay
home to care for her mother, who was unwell. She dropped out of 12th grade to stay
home full-time.

It was lonely living in the hills. Miriam’s father, a long-distance trucker, was away
most of the time. She had never learned to drive, and there were no close neighbors.
Their television set received mostly snow; there was little in the way of mail; and there
were no visitors at all. So she was surprised late on a Monday afternoon when two men
paid a call.

After identifying themselves as FBI agents, they asked if she was the Miriam Phil-
lips who 3 weeks earlier had written a letter to the president. When she asked how they
had known, they showed her a faxed copy of her own letter:

Dear Mr. President, what do you plan to do about the Cubans? They have been work-
ing on mother. Their up to no good. Ive seen the police, but they say Cubans are
your job, and I guess their right. You have to do your job or Ill have a dirty job to do.
Miriam Phillips.

When Miriam finally figured out that the FBI agents thought she had threatened
the president, she relaxed. She hadn’t meant that at all. She had meant that if no one
else took action, she’d have to crawl under the house to get the gravity machines.

“Gravity machines?” The two agents looked at each other.

She explained. They had been installed under the house by Cuban agents of Fidel
Castro after the Bay of Pigs invasion in the 1960s. The machines pulled your body
fluids down toward your feet. They hadn't affected her yet, but they had bothered her
mother for years. Miriam had seen the hideous swelling in her mother’s ankles. Some
days it extended almost to her knees.

The two agents listened to her politely, then left. As they passed through town on
their way to the airport, they called at the local community mental health clinic. Within
a few days, a mental health worker came to interview Miriam, who agreed to enter the
hospital voluntarily for a “checkup.”

On admission, Miriam appeared remarkably intact. She had a full range of appro-
priate affect and normal cognitive abilities and orientation. Her reasoning ability
seemed good, aside from the story about the gravity machines. As far back as her teens,
her mother had told her how the machines came to be installed in the crawlspace under
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their house. Mother had been a nurse, and Miriam had always accepted her word in
medical matters. By some unspoken agreement, the two had never discussed the mat-
ter with Miriam’s father.

After Miriam had been on the ward for 3 days, her clinician asked whether she
thought any other explanation for her mother’s edema was possible. Miriam considered.
She had never felt the gravity effects herself. She had believed that her mother told her
the truth, but she now supposed that even Mother could have been mistaken.

Though Miriam was given no medication, after a week she stopped talking about
gravity machines and asked to be discharged. At the end of their shift that afternoon,
two young attendants gave her a lift home. As they walked her to the front door, it
was opened by a short woman, quite stout, with salt-and-pepper hair. Her lower legs
were neatly wrapped in elastic bandages. Through the partly opened door she darted
a glance at the two men.

“Hmmm!” she said. “You look like Cubans.”

Evaluation of Miriam Phillips

Though we don’t know exactly how long, Miriam had had delusions far longer than a
month (criterion A) without hallucinations or negative symptoms, and with no disor-
dered behavior or affect. Therefore, schizophrenia could be ruled out just on the basis
of insufficient variety of symptoms (B). She wasn't depressed or manic (D), and there
was no history or other evidence to support substance-induced psychotic disorder or
psychotic disorder due to another medical condition (E). Her delusions hadn’t caused
any occupational or social dysfunction; her own isolation appeared to have begun at
least 5 years earlier, before the onset of her shared delusion (C).

With an admission GAF score of 40, Miriam’s delusions became less prominent
after just a few days of separation from her mother. (If they had persisted for a long
time, the diagnosis of a different, independent psychosis would have been considered.)
In working further with her, a therapist would also want to consider the possibility of
a personality disorder, such as dependent personality disorder. Her delusion, and that
of her mother, was certainly bizarre, but I'm not confident she had been ill longer than
a year, so I wouldn't give her any other specifiers.

F22 [297.1] Delusional disorder, persecutory type, with bizarre content

Schizoaffective Disorder

Schizoaffective disorder (SaD) is just plain confusing. (William Carpenter, chairperson
of the DSM-5 psychosis study group, stated during a 2013 presentation about his com-
mittee’s work, “We don’t even know if it exists in nature.”) Over the years, it has meant
many different things to clinicians. Partly because there were so many interpretations
in use, DSM-III included no criteria at all in 1980. DSM-III-R first attempted to spec-
ify criteria in 1987. These endured for 7 years, until they were substantially rewritten
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for DSM-IV. Showing admirable restraint, DSM-5 has made relatively few changes to
those criteria. Even with the (minimal) tweaking of criteria, in my opinion the value of
this diagnosis remains pretty low.

Most interpretations suggest that SaD is some sort of cross between a mood dis-
order and schizophrenia. Some writers regard it as a form of bipolar disorder, because
certain patients seem to respond well to lithium. Other commentators believe that it is
closer to schizophrenia. Still others hold that it is an entirely separate type of psychosis,
or simply a collection of confusing, sometimes contradictory symptoms.

With its various percentage and minimal time requirements, SaD could unfold
in a variety of ways: mania first, depression first, psychosis first. Of course, there are
the usual exclusions for substance use and general medical conditions. If you examine
the various time requirements, you can determine that the entire illness must last at
minimum for a bit longer than 1 month, though many patients will be ill much longer.

No one really knows much about the demographic features of SaD. It is probably
less common than schizophrenia; its prognosis lies between that of schizophrenia and
the mood disorders. Recent studies indicate that patients with SaD whose manic symp-
toms predominate (the bipolar type) may have a better prognosis than those with the
depressive type of this condition.

[ find it easier to remember the requirements for SaD if | think of them as follows:

The mood symptoms are important in that they must be present during half or more
of the total duration of illness.

The psychosis symptoms are important in that they must be present by themselves for
at least 2 weeks. (Note that the criteria are silent on whether to count psychosis symptoms
that are present during the time that mood symptoms have disappeared under treatment.)

In this graphic representation of the minimum time requirements that are possible,
given the criteria, the overall length of the box represents the totality of the individual’s ill-
ness, not just an episode. Of course, it will be impossible for any clinician to know whether
the criteria for a mood episode are met throughout the iliness; we’ll have to rely on proto-
types for the overall gestalt.

2 weeks (psychosis) 2+ more weeks (mood episode)

Note that the “solo” psychotic episode (criterion A) could come at any point in the
episode: the start, the end, somewhere in the middle. Unhappily, DSM-5 is silent on the
question of whether, during the psychosis period, there can be mood symptoms that don’t
fully qualify as an episode of mania, hypomania, or depression. (DSM-IV was more forth-
right; it said “in the absence of prominent mood symptoms.”) Start saving for DSM-6.
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Essential Features of Schizoaffective Disorder

A patient has a period of illness during which a manic episode or a major depressive
episode lasts half of more of the total time involved. For at least a fortnight dur-
ing this same continuous period, the patient fulfills the criterion A requirements for
schizophrenia without having a mood episode.

The Fine Print

If the patient has a major depression, one of the symptoms must be depressed mood;
"mere” loss of interest doesn’t cut it.

The D’s: e Duration (a total of 1+ months) e Differential diagnosis (psychotic mood
disorders, substance use, and physical disorders)

Coding Notes
Specify:

F25.0 [295.70] Bipolar type (if during a manic episode)
F25.1 [295.70] Depressive type

Specify:
With catatonia (see p. 100)

If the disorder has lasted at least 1 year, specify course:

First episode, currently in acute episode

First episode, currently in partial remission

First episode, currently in full remission
Multiple episodes, currently in acute episode
Multiple episodes, currently in partial remission
Multiple episodes, currently in full remission
Continuous

Unspecified

You may specify severity, though you don’t have to (see p. 74).

Velma Dean

Velma Dean’s lips curled upwards, but the smile didn’t touch her eyes. “I'm really sorry
about this,” she told her therapist, “but I guess—well, I don’t know what.” She reached
into the large shopping bag she had carried into the office and pulled out a 6-inch
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kitchen knife. First she grasped it in her hand, with her thumb along the blade. Then
she tried clutching it in her fist. The therapist reached for the alarm button under the
desk top, ruefully aware of yet another change of course in this patient’s multifaceted
history.

A month before her 18th birthday, Velma Dean had joined the Army. Her father, a
colonel of artillery, had wanted a son, but Velma was his only child. Over the feeble pro-
tests of her mother, Velma’s upbringing had been strict and semimilitary. After working
3 years in the motor pool, Velma herself had just been promoted to sergeant when she
became ill.

Her illness started with 2 days in the infirmary for what seemed like bronchitis,
but as the penicillin took effect and her fever resolved, the voices began. At first they
seemed to be located toward the back of her head. Within a few days they had moved
to her bedside water glass. As nearly as she could tell, their pitch depended on the con-
tents of her glass: If the glass was nearly empty, the voices were female; if it was full to
the top, they spoke in a rich baritone. They were always quiet and mannerly. Often they
gave her advice on how to behave, but at times she said they “nearly drove me crazy” by
constantly commenting on what she was doing.

A psychiatrist diagnosed Velma’s condition as schizophrenia and prescribed neu-
roleptics. The voices improved, but never quite disappeared. She concealed the fact
that she had “figured out” that her illness had been caused by her first sergeant, who
for months had tried unsuccessfully to get her into bed. She also hid the fact that for
several weeks she had been drinking nearly a pint of Southern Comfort each evening.
The Army retired her as medically unfit, 100% disabled. When she was well enough to
travel, her father drove her the 600 miles back home.

For her treatment, Velma enrolled at her local Department of Veterans Affairs (VA)
outpatient clinic. There, her new therapist verified (1) the continuing presence (now for
nearly 8 months) of her barely audible hallucinations, and (2) her increasingly profound
symptoms of depression. These included low self-esteem and hopelessness (much worse
in the morning than in the evening); loss of appetite; a 10-pound weight loss over the
past 8 weeks; insomnia that caused her to awaken early most mornings; and the guilty
conviction that she had disappointed her father by “deserting” the Army before her
hitch was up. She denied thoughts of injuring herself or other people.

Velma’s VA clinician initially deferred making a diagnosis, noting that she had
been ill too long for schizophreniform disorder and that her mood symptoms seemed
to argue against schizophrenia. Physical exam and laboratory testing ruled out gen-
eral medical conditions. Although Alcoholics Anonymous helped her stop drinking, her
depressive and psychotic symptoms continued.

Because Velma’s depressive symptoms might be secondary to a partly treated psy-
chosis, her neuroleptic dose was increased. This completely eliminated the hallucina-
tions and delusions, but the depressive symptoms continued virtually unabated. The
antidepressant imipramine at 200 mg/day only produced side effects; after 4 weeks,
lithium was added. Once a therapeutic blood level was reached, her depressive symp-
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toms melted completely away. For 6 months she remained in a good mood and free of
psychosis, though she never obtained a job or did very much with her time.

Now it seemed that Velma might actually be suffering from a major depressive
disorder with psychotic features. At this point, her clinician became uneasy that the
neuroleptic could produce side effects such as tardive dyskinesia. With Velma’s con-
sent, the neuroleptic was gradually reduced by about 20% per week. After 3 weeks,
she began once again to hear voices commanding her to run away from home. Dur-
ing this time her mood remained good; with the exception of some difficulty getting
to sleep at night, she developed none of the vegetative symptoms she had formerly
had with depression. Her full former dose of neuroleptic medication was rapidly
restored.

After several months of renewed stability, Velma and her therapist decided to try
again. This time they began cautiously to reduce the imipramine, by 25 mg each week.
Each week they met to evaluate her mood and check for symptoms of psychosis. By
December she had been free of the antidepressant for 2 months, and had remained
symptom-free (except for her habitual bland, smiling affect). Now her therapist took a
deep breath and decreased her lithium by one tablet per day. The following week Velma
returned to the office, hallucinating and wondering whether to hold a kitchen knife in
her hand or in her fist.

Evaluation of Velma Dean

With Velma’s story, we can illustrate the current thinking about SaD. Her condition
really seemed to be a mixture of mood and psychotic symptoms, though the latter had
clearly begun first. She had what appeared to be a single period of illness (her only
“well” periods were when she was taking medication; even then, she had residual lack
of initiative), with both psychotic symptoms (auditory hallucinations and a delusion that
the sergeant had caused her illness) and a major depressive episode (criterion A). Dur-
ing this period her mood symptoms, which occurred both with and without psychotic
symptoms, had lasted for more than half the duration of her total illness (C). Although
she abused alcohol at one time during her illness, it appeared to be a consequence of
her illness, not the cause; both her mood and psychotic symptoms continued long after
she quit drinking (D). The psychosis had begun first and had lasted at least 2 weeks
before the mood symptoms commenced (B). The prototype symptoms are also met at
level 4, and say more or less the same thing.

Although we can rattle off these criteria with relative ease (and, to be honest, a crib
sheet), Velma’s history illustrates how difficult it can be to apply them. The therapist,
whose thinking has already been described in the vignette, was smart initially to defer
diagnosis; this should remind all clinicians to keep thinking about the diagnosis and to
reject any label that might close their minds to further therapeutic plans. She could not
be diagnosed as having schizophrenia, because it excludes prominent, lasting mood
episodes. A mood disorder with psychosis could be eliminated because she had psy-
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chotic symptoms even when not depressed. After many months of care, she showed no
evidence of another medical condition.

The relative duration of psychosis and mood symptoms is very important in SaD.
DSM-5 states that the mood symptoms must be present for a majority of the overall
duration of illness. Velma’s depressive symptoms lasted for at least 2 months; there is
every reason to suspect they would have gone on much longer had she not received
effective treatment. Her criterion A symptoms for schizophrenia had been present for
2 weeks without mood symptoms. However carefully the criteria try to operationalize
the duration of various symptoms, it remains to some degree a judgment call on the
part of each clinician. (DSM-5 is silent on the issue of treated depression and SaD; I'm
claiming clinician’s prerogative and declaring that because antidepressant treatment
seems to have made all the difference, SaD should be her diagnosis.)

Eventually, many patients with both mood and psychotic symptoms will comfort-
ably fit the criteria for schizophrenia or a mood disorder. If they were followed long
enough, perhaps the majority of patients with SaD could be rediagnosed. Given the
highly restrictive nature of the current definition, it seems likely that this diagnosis
will rarely be used. If you ever make the diagnosis, ask yourself, “Have I overlooked
anything that is more reasonable?” SaD is a diagnosis best used for patients who have
a long-standing history of both sets of symptoms. Other specified (or unspecified)
schizophrenia spectrum and other psychotic disorder may prove to be much more
useful to most clinicians. Velma’s mood symptoms were depressive, which defined her
subtype diagnosis. At the time she was wielding her knife, I felt that her GAF score
was down around 20.

F25.1[295.70] Schizoaffective disorder, depressive type

Substance/Medication-Induced Psychotic Disorder

This category includes all psychoses caused by mind-altering substances. The pre-
dominant symptoms are usually hallucinations or delusions; depending on the sub-
stance, they can occur during withdrawal or acute intoxication. Usually the course
is brief, though they can persist long enough to cause confusion with endogenous
psychoses.

Although most of these psychoses are self-limiting, early recognition is crucial.
Patients have died while experiencing a substance-induced psychotic disorder, several
of which can closely mimic schizophrenia. Many diagnoses are possible, if we include
all the possible combinations of different substances with the type and duration of psy-
chosis and its relation to intoxication or withdrawal. The incidence is unknown, though
a substantial minority of first-episode psychoses may belong to this class—enough that
we should remain alert for them. See the “Classes (or Names) of Medications . . .” table
in the Appendix for a list of medications associated with psychosis.
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Essential Features of
Substance/Medication-Induced Psychotic Disorder

The use of some substance appears to have caused hallucinations or delusions (or
both).

The Fine Print

For tips on identifying substance-related causation, see sidebar, page 95.

The D’s: o Distress or disability (work/academic, social, or personal impairment) e Dif-
ferential diagnosis (schizophrenia and its cousins, delusional disorder, ordinary sub-
stance intoxication or withdrawal, delirium)

You'd only make this diagnosis when the symptoms are serious enough to justify
clinical attention and they are worse than you'd expect from ordinary intoxication or
withdrawal.

Coding Notes

When writing down the diagnosis, use the name of the exact substance in the title:
for example, methamphetamine-induced psychotic disorder.

ICD-9 kept coding simple: 291.9 for alcohol, 292.9 for all other substances. Cod-
ing in ICD-10 depends on the substance used and whether symptoms are met for an
actual substance use disorder—and how severe the use disorder is. Refer to Table
15.2 in Chapter 15.

Specify if:

With onset during {intoxication{withdrawal}. This gets tacked on at the end of
your string of words. It also affects the ICD-10 number.

With onset after medication use. You can use this in addition to other specifiers
(see the sidebar just below).

You may specify severity, though you don’t have to (see p. 74).

Actually, DSM-5 mentions with onset after medication use as an optional specifier for sub-
stance/medication-induced anxiety disorder, obsessive—compulsive and related disorder,
and sexual dysfunctions, but not for psychotic, mood, or sleep disorders. (This despite
the fact that the titles of these disorders even begin, uniformly, “substance/medication-
induced [this or that].”)

| am told that there wasn’t enough communication among the different subcommit-
tees, so that inconsistencies such as this one crept into the final version. Inasmuch as
prescribed medications can cause virtually any sort of emotional or behavioral problem, |
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plan to go right ahead and use the medication specifier any time it seems warranted. But
that’s easy for me to say—in my state, the governor has declared a moratorium on capital
punishment.

Danny Finch

Danny Finch put up with the ear problem for 3 days before he finally called for an
appointment. The doctor poked at this and that, and worried a little over his tremor.

“You don't drink, do you?”

“A little. But what about my ear?”

“It’s perfectly normal.”

“But I hear something. It’s like someone chanting. I can almost make out what
theyTre saying. YouTe sure no one’s put something in there, a hearing aid?” He dug at
the ear with his little finger.

“Nope, clean as a whistle. Here, don’t do that!” The doctor scribbled a referral to
the mental health clinic down the hall. That was late on a Friday afternoon, so of course
the clinic was closed.

On Monday afternoon, when he finally got to his appointment, Danny could once
again write his name legibly and eat solid food. But the voices were in full throat. As he
talked with the interviewer, he could hardly concentrate for the shouting: “Don't tell
about the drinking!” and “Why don’t you just kill yourself?” He was so terrified that
he accepted with relief a voluntary commitment to the mental health ward, where his
admitting diagnosis was schizophrenia. Twice a day he was given a potent neuroleptic
medication, which he tucked under his tongue and discarded in the tissue when he
pretended to blow his nose.

Danny slept soundly at night and cleaned his plate at every meal while the voices
shouted on. At the end of the week, he was visited by a consultant who learned that
the voices came from about 2 feet behind him and talked in sentences. Reluctantly, he
admitted that they told him not to talk about his drinking.

A rapid review of Danny’s chart revealed no mention of alcohol use, but a little
coaxing soon pried loose the whole story. Since his early 20s, there had been heavy
drinking, loss of two jobs (he had a shaky hold on his present one), and a divorce, all
related to his fondness for bourbon. Most recently he had been drinking more than a
pint each evening, often a fifth on the weekends. Usually he managed to taper off; this
time, he had quit suddenly after a bout of what he called “the stomach flu.”

DSM-5 repeatedly refers to classes of symptoms that may appear to be caused by a sub-
stance. It is up to you to evaluate your patient for evidence that this might not be the
case. Here are several findings, mostly based on chronology, that might constitute such
evidence:
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1. Your patient had a prior episode of the same, or very similar, symptoms that did
not occur in the context of substance use.

2. The disorder continues long after the use of (or withdrawal from) the substance
is over.

3. Rather obviously, a disorder that begins before substance use begins wouldn't
be due to the substance use.

4. The symptoms are worse than you’d expect, considering the amount and dura-
tion of the substance misuse.

None of these is exactly iron-clad. For example, a prior history of major depressive disorder
doesn’t confer subsequent immunity to depression that originates in a bottle of Scotch.
Still, the cues are there, for your thoughtful consideration.

And here are some of the reasons why you should consider a substance-use causa-
tion:

1. The symptoms begin soon after (or during) the use of a substance or its with-
drawal.

2. They start after a patient has begun use of a medication.

3. The drug/medication is known to be capable of causing the symptoms in ques-
tion.

4. Of course, if your patient has had a prior episode of the same symptoms that
did follow the use of the same substance, that’s perhaps the best evidence of
all.

Evaluation of Danny Finch

Danny had auditory hallucinations (criterion A) that had been present far too briefly for
schizophrenia, though he described them in similar terms (C). A brief psychotic disor-
der might be possible, except for the requirement that a substance-induced psychotic
disorder does not better explain the symptoms. He had just been seen by a physician,
who pronounced him fit; there was no evidence of any other general medical condi-
tion. The fact that he seemed fully oriented and maintained his attention would rule
out delirium and other cognitive disorders (D). Though he appeared (appropriately)
frightened by his experiences, he presented no evidence of mood disorder.

Danny’s psychosis—in the distant past it was called alcoholic auditory halluci-
nosis—is a disorder of withdrawal that usually occurs only after weeks or months of
heavy drinking (B). By about a 4:1 ratio, it occurs much more commonly in men than in
women, approximating the sex ratio for alcohol use disorder itself. Auditory hallucinosis
is sometimes misidentified as alcohol withdrawal delirium, though the problems with
orientation and attention in the latter make the differences clear (see p. 483).

Withdrawal from other drugs can also produce psychosis. Barbiturates, which



Psychotic Disorder Due to Another Medical Condition 97

have many of the same effects as alcohol, are the most notorious of these. Some patients
who use phencyclidine or other hallucinogens such as LSD experience prolonged psy-
chosis, the risk for which may be greater in people who have personality disorders.

Danny’s symptoms were clearly more serious than we'd expect in alcohol with-
drawal with perceptual disturbances (which would be diagnosed had he retained
insight that his experiences weren't “real”). His GAF score was only 35 on admission;
his diagnosis (from Table 15.2 in Chapter 15) would be as follows:

F10.259 [291.9] Severe alcohol use disorder with alcohol-induced psychotic
disorder, with onset during withdrawal

Psychotic Disorder Due to Another Medical Condition

A psychosis arising in a patient who has another medical condition shouldn’t be espe-
cially rare. Many diseases can produce psychosis, and a number of them are rela-
tively common. But few, if any, studies bear on questions of epidemiology. When
such patients do appear, they are too often misdiagnosed as having schizophrenia or
some other psychosis. This can lead to real tragedy: A patient who is not appropriately
treated early enough may go on to experience (or cause) serious harm. Prevalence
rates are not known exactly, but theyre probably low; as you might imagine, frequency
increases with age.

Note that a patient with mainly disorganized behavior would instead be diagnosed
as having catatonic disorder due to another medical condition.

It’s often a struggle to determine that a physical illness or medical condition has caused
any mental disorder. Here are a few straws in the wind that can help out.

¢ Timing of onset: Mental or behavioral symptoms that begin shortly after the start
of the physical illness offer a pretty obvious etiological clue.

o Remission follows treatment for the physical issue.

¢ Proportionality of symptoms: As the physical disorder worsens, so do the behav-
ioral or emotional symptoms.

o Above all, there must be a known physiological connection between the physical
condition and the symptom in question. That is, the physical disorder must be
known to be capable of producing the symptom (for example, through produc-
tion of chemicals, by impinging on brain structures). It cannot simply be that the
prospect of having a serious illness evokes psychosis, depression, anxiety, and so
forth.

0K, so these pointers aren’t exactly iron-clad. Remember, they’re straws, not steel.
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Essential Features of
Psychotic Disorder Due to Another Medical Condition

A physical condition causes hallucinations or delusions.

The Fine Print

For pointers on deciding when a physical condition may have caused a mental disor-
der, see the sidebar just above.

The D’s: o Distress or disability (work/academic, social, or personal impairment) e Dif-
ferential diagnosis (delirium, substance-induced psychotic disorder, schizophrenia
and its cousins, delusional disorder)

Coding Notes

In recording the diagnosis, use the name of the responsible medical condition, and
list first the medical condition, with its code number.

Code, based on the predominant symptoms:

F06.2 [293.81] With delusions
F06.0 [293.82] With hallucinations

You may specify severity, though you don’t have to (see p. 74).

Rodrigo Chavez

After he retired from teaching at age 65, Rodrigo Chavez spent most of his time sitting
alone in his room. Sometimes he played the acoustic guitar; once or twice he shot tar-
gets at the rifle range. True to his lifelong habit, he never drank. Other than his imme-
diate family, he had few social contacts. “My cigarettes are my best friends,” he put it
during the forensic examination.

When Rodrigo was nearly 70, an inoperable carcinoma of the lung was diagnosed.
After a course of palliative radiotherapy, he declined further treatment and settled
down in his apartment to die. Four months later, he first noticed right-sided headaches
that would sometimes awaken him in the middle of the night. Because the doctors had
told him he was terminally ill, he didn’t seek further medical attention. Then he began
to associate the headaches with natural gas, which he smelled coming out of the ven-
tilator duct in his bathroom. When he called to report the problem to Mrs. Riordan,
his landlady, she sent around the building’s handyman, who could find nothing wrong.

When his headaches and the odors increased, Rodrigo recalled that, weeks before,
Mrs. Riordan had gone out several times to watch while repairmen from the power
company dug up the street outside the apartment building. The logical conclusion fairly
burst upon him: His landlady was trying to poison him.
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His anger mounted as the odor worsened. It had begun to affect his voice, which
had become raspy and high-pitched. He had several shouted arguments with Mrs. Rior-
dan. One of these they carried on through her apartment door at 2 A.M., several weeks
after he first noticed the gas. He threatened to report her to the housing authority; she
called him “a crazy old coot.” After he threatened her (“If I'm not safe, your life isn’t
worth 15 cents!”), they both made 911 telephone calls. The police could find nothing to
charge anyone with and admonished them both to behave.

The night he was arrested, Rodrigo had sat just inside his open doorway, velling
insults at Mrs. Riordan. When she lumbered to the top of the stairs to investigate, he
shot her once, just behind her left ear. The arresting officers noted that he seemed
“strangely detached” from the murder of his landlady. One of them wrote down this
statement: “Tt wouldn’t matter, just for me. But I couldn’t stand her gassing all those
other people in the house.”

The forensic examiner noted that Rodrigo Chavez was an elderly, slightly built
man who was clean-shaven and neatly groomed. He was gaunt, looking as if he had
lost considerable weight. His speech was clear, coherent, relevant, and spontaneous,
but his voice was high-pitched and gravelly. He appeared calm, and he described his
mood as “medium,” but he became angry when describing his landlady’s attempts to
poison him. He was oriented to person, place, and time, and he earned a perfect score
on the Mini-Mental State Exam. He was fully aware that he had lung cancer. Insight
for the fact of his psychosis was nil, and his judgment by recent history had been
extremely poor.

An X-ray of his chest showed a right lung full of tumor; compared with a previous
series, skull films suggested a metastatic lesion located in the right frontal lobe.

Evaluation of Rodrigo Chavez

Rodrigo Chavez was clearly psychotic: He had prominent olfactory hallucinations and
an elaborate delusion about being poisoned. These had been present for several months
(criterion A). (If insight is retained that the hallucinations and delusions are a product
of the patient’s own mind, one would generally not diagnose a psychotic disorder. Also
note that, though Rodrigo’s symptoms clearly met the criterion A inclusion require-
ments for schizophrenia, they didnt have to: A person can qualify for this diagnosis
with just one of either hallucinations or delusions.)

Aside from his psychosis, Rodrigo’s thinking was clear. He was oriented and he
scored well on the Mini-Mental State Exam, so he had no evidence of a delirium or
dementia (D). He had had no history of drinking or taking drugs, ruling out a substance-
induced psychotic disorder. His mood had been at times angry, but appropriately so,
given the content of his delusion and hallucination, so a mood disorder with psychotic
features would also seem unlikely. There was no previous history of behavior or per-
sonality change that would qualify him for a diagnosis of schizophrenia (C). Other
features atypical for schizophrenia included the late age of onset and relatively brief
duration. Schizophreniform disorder could be ruled out because another diagnosis
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was more likely. Mrs. Riordan’s unhappy end provides mute testimony to the clinical
importance of his illness (E).

Rodrigo had a history of a cancer that is known to metastasize to the brain; his
headaches suggested that it had already done so. The findings on chest X-ray and MRI
confirmed the diagnosis (B). His gravelly, high-pitched voice could be due to exten-
sion of the growth or to another metastasis within his chest or neck. (Other medical
conditions that can cause psychosis include temporal lobe epilepsy, primary [that is,
not metastatic] brain tumors, endocrine disorders such as thyroid and adrenal disease,
vitamin deficiency states, central nervous system syphilis, multiple sclerosis, systemic
lupus erythematosus, Wilson’s disease, and head trauma.)

Although Rodrigo had both hallucinations and delusions, the olfactory hallucina-
tions appeared first and seemed to predominate, resulting in the diagnosis as recorded.
My assessment of his GAF score was 15.

C79.31 [198.3] Cancer of the lung, metastatic to the brain

F06.0 [293.82] Psychotic disorder due to metastatic carcinoma, with
hallucinations

765.3 [V62.5] Arrested for murder

F06.1 [293.89] Catatonia Associated with Another Mental Disorder
(Catatonia Specifier)

Catatonia, which we've always thought of as a classic schizophrenia subtype, was first
described by Karl Kahlbaum in 1874; in 1896, Emil Kraepelin included it with the
disorganized (it was called hebephrenic then) and paranoid types as a major subgroup
of what he termed dementia praecox. During the early part of the 20th century, each of
these subtypes constituted about a third of all U.S. hospital admissions for schizophre-
nia. Since that time, the prevalence of the catatonic type has declined markedly, so that
it is now unusual to encounter such a patient on an acute care inpatient service. When
it does occur, we would now call it catatonia associated with schizophrenia.

F06.1 [293.89] Catatonic Disorder Due to Another
Medical Condition

In recent decades, we've come to realize that catatonia is more often found in associa-
tion with various medical disorders. Most published accounts tend to describe only a
handful of patients, but the responsible illnesses include viral encephalitis, subarach-
noid hemorrhage, ruptured berry aneurysm in the brain, subdural hematoma, hyper-
parathyroidism, arteriovenous malformation, temporal lobe tumors, akinetic mutism,
and penetrating head wounds. There has even been a description of one patient who
had a reaction to fluorides. A neurologist or mental health clinician who does a lot of
consulting in a busy medical center may occasionally encounter a case.
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Catatonic symptoms (see sidebar below) are essentially the same, whether they
occur in patients with a mood disorder, with schizophrenia, or with a physical disorder.
A patient with another medical condition is more likely to have the characteristic symp-
toms of what is called retarded catatonia. These include posturing, catalepsy, and waxy
flexibility. Such patients may also drool, stop eating, or become mute. The catatonic
features usually associated with mania include hyperactivity, impulsivity, and combat-
iveness. These patients may also refuse to keep their clothes on. Depressed patients
may show markedly reduced mobility (even to the point of stupor), mutism, negativism,
mannerisms, and stereotypies.

Partly to save space, I've omitted definitions of catatonic symptoms from my Essential
Features for these two disorders and gathered them all into one convenient place: right
here. Each of these behaviors tends to be a repeated rather than a one-off occurrence.

Agitation. Excessive motor activity that appears to have neither a purpose nor an
external cause. Stupor would be more or less the polar opposite.

Catalepsy. Maintaining an uncomfortable posture, even when told it is not necessary.

Echolalia. Verbatim repetition of someone else’s words when another response is
indicated.

Echopraxia. Imitating another person’s physical behavior, even when asked not to
do so.

Exaggerated compliance. At the slightest touch, moving in the direction indicated
by another person (the old German term is mitgehen).

Grimace. Facial contortions not made in response to a noxious stimulus.

Mannerisms. Repeated movements that seem to have a goal, but are excessive for
the purpose.

Mutism. Absence of speech despite apparent physical ability to speak.

Negativism. Without apparent motive, the patient offers resistance to passive move-
ment or repeatedly turns away from the examiner.

Posturing. Voluntarily assuming an unnatural or uncomfortable pose.

Stereotypy. Repeated movement that is a nonessential part of goal-directed behav-
ior.

Waxy flexibility. Maintaining a position, even if uncomfortable, for several minutes
or more, even if asked to change it.
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Essential Features of Catatonia Associated with Another Mental
Disorder (Catatonia Specifier)

The patient has prominent symptoms of catatonia, such as catalepsy, negativism,
posturing, stupor, stereotypy, grimacing, echolalia, and others (see the sidebar above
for definitions).

The Fine Print

Relax, it's only a specifier. No Fine Print.

Coding Notes

You can apply the catatonia specifier to manic, hypomanic, or major depressive epi-
sodes; to schizophrenia; and to schizophreniform, schizoaffective, brief psychotic,
and substance-induced psychotic disorders. It can even be used for autism spectrum
disorder.

List first the other mental disorder, then F06.1 [293.89], then catatonia associ-
ated with [the other mental disorder].

Edward Clapham

Edward Clapham, a 43-year-old single man, was admitted to the university hospital’s
mental health service. He gave no chief complaint; he was entirely mute. He had been
transferred from the state psychiatric hospital, where his diagnosis had been schizo-
phrenia, catatonic type. For the past 8 years, he had not communicated by speech or
writing.

According to the transfer note, Edward had been intensively treated with neuro-
leptics during his entire hospitalization, though none of these medications had relieved
his basic symptoms. He reportedly spent the entire day every day lying on his back, toes
pointing towards the foot of his bed, fists clenched and turned inward. From years of
maintaining this position, he had developed severe muscle contractures at both ankles
and both wrists. Most of the time he could be spoon-fed, but occasionally he refused to
swallow and had to be fed by nasogastric tube. This had often been the case during the
past 6 months; despite the tube feedings, he had lost about 30 pounds.

Ten days earlier Edward had developed a high fever (104.6°F) and had been trans-
ferred to the medical service, where the staff treated a Klebsiella pneumonia with tet-
racycline. Subsequently he was moved to the mental health service, where this evalu-
ation took place.

Very little was known about Edward’s background. He had been reared in the
Midwest, the second child of a farm family. He may have attended some college, and he
had worked for approximately 10 years as a tractor salesman. On admission, his mental
status examination read as follows:
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Mr. Clapham lies flat on his back in bed. He is totally mute, so nothing can be learned
of his thought content or flow of thought. Similarly, his cognitive processes, insight,
and judgment cannot be assessed. His toes point down and his fists are rotated inward.
There is a noticeable tremor of his feet and his hands; he contracts the muscles of his
arms and legs so strongly that they actually shake.

Besides being mute, he shows other signs of catatonia. Negativism: When he is
approached from one side, he gradually turns his head so that he gazes in the opposite
direction. Catalepsy: When a limb is placed in any position (for instance, raised high
above his head), he will maintain that position for several minutes, even if told that
he can drop his hand. Waxy flexibility: Any attempt to bend his arm at the elbow,
where there are no contractures, is met with resistance. It is evident that the biceps
and triceps muscles are contracting together, causing motion at the joint to feel as if
one were bending a rod made of wax or some other stiff substance. Grimacing: Every
four or five minutes, he wrinkles his nose and purses his lips. This expression lasts for
10 or 15 seconds, then relaxes. There is no apparent purpose to these motions, and
they are not accompanied by any motions of the tongue or other indications of tardive
dyskinesia.

Evaluation of Edward Clapham

Counting his negative symptoms (lack of speech and affect) and his grossly abnormal
motor behavior, Edward fulfilled the criterion A requirements for schizophrenia. His
illness had lasted far longer than the minimum 6 months (schizophrenia criterion C);
it is hard to imagine how it could have had a greater effect on every aspect of his
life (B). Nonetheless, on admission to the mental health unit, he was given a diagnosis
of unspecified schizophrenia spectrum and other psychotic disorder. This provisional
diagnosis was given because the clinician could not be sure from the initial presenta-
tion whether the symptoms were due to the effects of his dehydration and loss of weight
(another medical condition), schizophrenia, or another cause such as a mood disorder,
which is perhaps the most frequent cause of catatonic symptoms.

The list of medical conditions that can produce catatonic behavior includes liver
disease, strokes, epilepsy, and uncommon disorders such as Wilson’s disease (a defect
of copper metabolism) and the inherited disorder (autosomal dominant), tuberous scle-
rosis. These possibilities should be vigorously pursued with neurological and medical
consultation and with the appropriate laboratory and X-ray studies. Urine or blood
screens for toxic substances or drugs of abuse should be considered a part of every such
patient’s workup. Any patient who presents with a first episode of catatonia should prob-
ably have an MRI. When Edward Clapham was diagnosed, there was no MRI; we’ll
have to take criterion E on faith.

Many patients who have been diagnosed as having schizophrenia, catatonic type,
really have a manic phase of bipolar I disorder (D). On the other hand, a patient with
severe psychomotor slowing should be considered for a diagnosis of major depressive
disorder with melancholic features. Although patients with somatic symptom disor-
der are occasionally mute or have abnormal motor activity, such episodes are usually
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short-lived, lasting only a few hours or days, not years. Edward had been ill for years; a
chronic, psychotic, catatonic mood disorder seems unlikely.

Edward’s symptoms were classic for catatonia associated with schizophrenia. He
demonstrated grimacing (catatonia specifier criterion A10), muteness (A4), waxy flex-
ibility (A3), and catalepsy (A2). He could not be called stuporous because he was alert
enough to turn away from an approaching stimulus (negativism—AS5). His behavior
range was insufficient to demonstrate other typical catatonic behaviors.

Because he had already been extensively (and unsuccessfully) treated with neu-
roleptics, Edward was given a course of electroconvulsive therapy. Although the first
three bilateral treatments produced no noticeable effect, after the fourth he asked for a
glass of water. After a total of 10 treatments, he was conversing with others on the ward,
feeding himself, and walking—always on tiptoe because of the severe contractures at
his ankles. Although he continued to show residual symptoms of his disease, his cata-
tonic symptoms disappeared. He eventually left the hospital, whereupon he was lost to
follow-up.

Edward’s 8-year course of illness had been continuous; I scored his GAF at dis-
charge at 60 (on admission, it would have been pretty close to 1). After appropriate med-
ical investigations and additional history ruled out other possible causes of his abnormal
behavior, his revised diagnosis was as given below.

By the way, without reference to the official DSM-5 severity criteria for psychosis
(p. 74), on admission I'd give Edward a rating of severe. I anticipate no backlash from
outraged coding mavens, though I still feel that the overall global evaluation of the
GAF does a better job. At discharge:

F20.9 [295.90] Schizophrenia, first episode, currently in partial remission
F06.1 [293.89] Catatonia associated with schizophrenia

M24.573 [718.47] Contractures of ankles

M24.539 [718.43] Contractures of wrists

Essential Features of Catatonic Disorder Due
to Another Medical Condition

A physical illness appears to have caused symptoms of catatonia, such as catalepsy,
negativism, posturing, stupor, stereotypy, grimacing, echolalia, and others (see side-
bar just above) for definitions).

The Fine Print

For pointers on deciding when a physical condition may have caused a mental disor-
der, see sidebar, page 97.

The D's: e Differential diagnosis (delirium or other cognitive disorder, schizophrenia
and its cousins, psychotic mood disorder, obsessive—compulsive disorder)
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Coding Notes

Using the name of the responsible medical condition, record this diagnosis after
you've coded the actual medical condition.

Marion Wright

Since graduating from high school 12 years earlier, Marion Wright had worked as a sign
painter. In school he had shown some aptitude for art, though not enough that he saw
himself as the next Pablo Picasso. Nor did he like school enough to study for a career
in commercial art. But painting signs on buildings and billboards was undemanding,
well-paying, immediately available, and largely open-air. Within a few years he was
married, had two kids and a small house in a subdivision, and was still painting signs.
He thought he was set for life.

One afternoon not long after his 30th birthday, his foreman drove by to inspect
the billboard Marion had just finished. “You've painted the logo in script. The blueprint
calls for block letters,” the foreman pointed out. Marion said that he thought the script
looked better, but without much grumbling he changed it. A week later he completed
an ad for a local premium beer; the female model holding the bottle was naked from the
waist up. The following day he was out of work.

Marion made a few efforts to find a new job, but within a week he was staying at
home and watching daytime TV. His wife noted that he seemed to be talking less and
less, but he ignored her suggestion to seek clinical evaluation. Although he continued to
eat and sleep normally, his interest in sex had vanished. By the fourth week after losing
his job, he had no spontaneous speech at all and would only answer a question if it was
directly put to him. With the added persuasion of Marion’s brother, his wife finally got
him to the clinic. He was immediately hospitalized.

On admission Marion would answer questions appropriately, if briefly. Fully ori-
ented, he denied feeling depressed or suicidal. He had no delusions, hallucinations,
obsessions or compulsions. He earned a perfect score on the MMSE, though the exam-
iner noted that he was slow to carry out instructions.

The following morning he deliberately turned away from the nurse who approached
his bedside. Although he willingly accompanied the nurse to a table in the dining room,
he refused to eat and was completely mute. In fact, the clinician who examined him
later that morning found that Marion would readily move in any direction at the slight-
est touch of an examiner’s hand. In the evening he seemed improved and even spoke a
few words.

But the next day, he lay on his back in bed, again silently refusing to cooperate.
When his pillow was removed, his head remained elevated about two inches above
the mattress. This position appeared to cause him no discomfort; he seemed willing to
maintain it all day. Later, an examiner noted that when Marion’s arm was twisted into
an awkward position (elevated at an angle over the bed), he maintained that position
even when he was told that he could relax.
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Marion’s clinicians considered the diagnosis of schizophrenia, but they noted that
he had been only briefly ill and had no family history of psychosis. His wife assured
them that he had never abused drugs or alcohol. Despite the fact that his neurological
exam remained normal, an MRI of his head was obtained. It revealed a tumor the size
of a golf ball sitting on the convexity of his right frontal lobe. Once this was surgically
removed, he quickly regained full consciousness. Two months later he was back on his
ladder painting billboards, following instructions to the letter.

Evaluation of Marion Wright

Marion had several symptoms (three are required) that are classical for catatonia (cri-
terion A). His included negativism and muteness (A5, A4), exaggerated compliance
(though this is not one of the criteria DSM-5 mentions), a “psychological pillow” (a
form of posturing in which he held his head unsupported above the mattress—A6), and
catalepsy (A2).

Marion did not have the wandering attention found in delirium (D). Catatonic
behavior can be found in schizophrenia, which his clinicians correctly rejected because
he had been ill too briefly (C). Too few symptoms (and better choices) ruled out schizo-
phreniform disorder. Muteness and marked motor slowing, even to the point of immo-
bility, can be encountered in major depressive episode, but Marion specifically denied
mood symptoms. Muteness may occasionally be encountered in somatic symptom dis-
order and in malingering and factitious disorder, but it would be unusual to encounter
a full, persisting catatonic syndrome in one of these conditions.

Note that catatonic behavior can include excessive or even frenzied motor activity.
Then the differential diagnosis would include manic episode and substance use intoxi-
cation. Of course, neither of these applies to Marion’s case.

On laboratory examination of the surgical specimen, Marion was found to have a
(benign) brain tumor, which can directly result in catatonic symptoms (B) and which
caused manifest impairment (E). On admission, I'd put his GAF score at 21; his GAF
score was 90 on discharge.

D32.9 [225.2] Cerebral meningioma, benign
F06.1 [293.89] Catatonic disorder due to cerebral meningioma

F28 [298.8] Other Specified Schizophrenia Spectrum and Other
Psychotic Disorder

Use this category when you want to write down the specific reason your patient cannot
receive a more definite psychotic disorder diagnosis. Here’s an example: “other speci-
fied schizophrenia spectrum and other psychotic disorder, persistent auditory halluci-
nations.”



Unspecified Catatonia 107

Charles Bonnet syndrome. In this disorder (not specifically mentioned in DSM-5,
but first described in 1790!), elderly people report complex visual hallucinations
(scenes, people) but no other hallucinations or delusions. They also have insight
that what they “see” is unreal. As such, they aren’t truly psychotic, but one can
argue that the condition belongs somewhere along the spectrum of psychotic dis-
orders.

Attenuated psychosis syndrome. A patient has psychotic symptoms that do not
meet the full criteria for any psychotic disorder (less disabling symptoms, relatively
good insight, etc.).

Persistent auditory hallucinations. The patient experiences repeated auditory
hallucinations without other symptoms.

Delusional symptoms in partner of individual with delusional disorder. Most
people who develop delusions in response to close association with someone who
is independently psychotic can be diagnosed as having a delusional disorder. How-
ever, those who don’t fulfill criteria for delusional disorder can be classified here.

Other. The patient appears to have a psychotic disorder, but the information is
conflicting or too inadequate to permit a more specific diagnosis.

F29 [298.9] Unspecified Schizophrenia Spectrum and Other
Psychotic Disorder

This category is for symptoms or syndromes that dont meet guidelines for any of the
disorders described earlier, and you do not wish to specify a reason.

Unspecified Catatonia

DSM-5 mentions unspecified catatonia as a possibility when the context is unclear or
there is insufficient detail for a more precise diagnosis. But the coding itself is clear:
First code R29.818 [781.99] other symptoms involving nervous and musculoskeletal
systems; then code F06.1 [293.89] unspecified catatonia.
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DSM-5 notes that issues related to genetics and symptoms locate bipolar disorders as
a sort of bridge between mood disorders and schizophrenia. That's why DSM-5 sepa-
rated the deeply intertwined chapters on bipolar and depressive disorders. However, to
explain mood disorders as clearly and concisely as possible, I've reunited them.

Quick Guide to the Mood Disorders

DSM-5 uses three groups of criteria sets to diagnose mental problems related to mood: (1)
mood episodes, (2) mood disorders, and (3) specifiers describing most recent episode and
recurrent course. I'll cover each of them in this Quick Guide. As usual, the page number fol-
lowing each item below refers to the point where a more detailed discussion begins.

Mood Episodes

Simply expressed, a mood episode refers to any period of time when a patient feels abnor-
mally happy or sad. Mood episodes are the building blocks from which many of the codable
mood disorders are constructed. Most patients with mood disorders (though not the major-
ity of mood disorder types) will have one or more of these three episodes: major depressive,
manic, and hypomanic. Without additional information, none of these mood episodes is a
codable diagnosis.

Major depressive episode. For at least 2 weeks, the patient feels depressed (or cannot enjoy
life) and has problems with eating and sleeping, guilt feelings, low energy, trouble concen-
trating, and thoughts about death (p. 112).

Manic episode. For at least 1 week, the patient feels elated (or sometimes only irritable) and
may be grandiose, talkative, hyperactive, and distractible. Bad judgment leads to marked
social or work impairment; often patients must be hospitalized (p. 116).

Hypomanic episode. This is much like a manic episode, but it is briefer and less severe. Hos-
pitalization is not required (p. 120).
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Mood Disorders

A mood disorder is a pattern of illness due to an abnormal mood. Nearly every patient
who has a mood disorder experiences depression at some time, but some also have highs
of mood. Many, but not all, mood disorders are diagnosed on the basis of a mood episode.
Most patients with mood disorders will fit into one of the codable categories listed below.

DEPRESSIVE DISORDERS

Major depressive disorder. These patients have had no manic or hypomanic episodes, but
have had one or more major depressive episodes. Major depressive disorder will be either
recurrent or single episode (p. 122).

Persistent depressive disorder (dysthymia). There are no high phases, and it lasts much
longer than typical major depressive disorder. This type of depression is not usually severe
enough to be called an episode of major depression (though chronic major depression is
now included here). (p. 138).

Disruptive mood dysregulation disorder. A child’s mood is persistently negative between
frequent, severe explosions of temper (p. 149).

Premenstrual dysphoric disorder. A few days before her menses, a woman experiences
symptoms of depression and anxiety (p. 146).

Depressive disorder due to another medical condition. A variety of medical and neurologi-
cal conditions can produce depressive symptoms; these need not meet criteria for any of the
conditions above (p. 153).

Substance/medication-induced depressive disorder. Alcohol or other substances (intoxica-
tion or withdrawal) can cause depressive symptoms; these need not meet criteria for any of
the conditions above (p. 151).

Other specified, or unspecified, depressive disorder. Use one of these categories when a
patient has depressive symptoms that do not meet the criteria for the depressive diagnoses
above or for any other diagnosis in which depression is a feature (pp. 169, 170).

BIPOLAR AND RELATED DISORDERS

Approximately 25% of patients with mood disorders experience manic or hypomanic epi-
sodes. Nearly all of these patients will also have episodes of depression. The severity and
duration of the highs and lows determine the specific bipolar disorder.

Bipolar | disorder. There must be at least one manic episode; most patients with bipolar |
have also had a major depressive episode (p. 129).

Bipolar Il disorder. This diagnosis requires at least one hypomanic episode plus at least one
major depressive episode (p. 135).
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Cyclothymic disorder. These patients have had repeated mood swings, but none that are
severe enough to be called major depressive episodes or manic episodes (p. 143).

Substance/medication-induced bipolar disorder. Alcohol or other substances (intoxication
or withdrawal) can cause manic or hypomanic symptoms; these need not meet criteria for
any of the conditions above (p. 151).

Bipolar disorder due to another medical condition. A variety of medical and neurological
conditions can produce manic or hypomanic symptoms; these need not meet criteria for any
of the conditions above (p. 153).

Other specified, or unspecified, bipolar disorder. Use one of these categories when a patient
has bipolar symptoms that do not meet the criteria for the bipolar diagnoses above (pp. 167,
169).

Other Causes of Depressive and Manic Symptoms

Schizoaffective disorder. In these patients, symptoms suggestive of schizophrenia coexist
with a major depressive or a manic episode (p. 88).

Major and mild neurocognitive disorders with behavioral disturbance. The qualifier with
behavioral disturbance can be coded into the diagnosis of major or mild neurocognitive dis-
order (p. 492). OK, so mood symptoms don’t sound all that behavioral, but that’s how DSM-5
elects to indicate the cognitive disorders with depression.

Adjustment disorder with depressed mood. This term codes one way of adapting to a life
stress (p. 228).

Personality disorders. Dysphoric mood is specifically mentioned in the criteria for borderline
personality disorder (p. 545), but depressed mood commonly accompanies avoidant, depen-
dent, and histrionic personality disorders.

Uncomplicated bereavement. Sadness at the death of a relative or friend is a common expe-
rience. Because uncomplicated bereavement is a normal reaction to a particular type of
stressor, it is recorded not as a disorder, but as a Z-code [V-code]. See page 590.

Other disorders. Depression can accompany many other mental disorders, including schizo-
phrenia, the eating disorders, somatic symptom disorder, sexual dysfunctions, and gender
dysphorias. Mood symptoms are likely in patients with an anxiety disorder (especially panic
disorder and the phobic disorders), obsessive—compulsive disorder, and posttraumatic stress
disorder.

Specifiers

Two special sets of descriptions can be applied to a number of the mood episodes and mood
disorders.
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SPECIFIERS DESCRIBING CURRENT OR MOST RECENT EPISODE

These descriptors help characterize the most recent major depressive episode; all but the
first two can also apply to a manic episode. (Note that the specifiers for severity and remis-
sion are described on p. 158.)

With atypical features. These depressed patients eat a lot and gain weight, sleep excessively,
and have a feeling of being sluggish or paralyzed. They are often excessively sensitive to
rejection (p. 160).

With melancholic features. This term applies to major depressive episodes characterized by
some of the “classic” symptoms of severe depression. These patients awaken early, feeling
worse than they do later in the day. They lose appetite and weight, feel guilty, are either
slowed down or agitated, and do not feel better when something happens that they would
normally like (p. 161).

With anxious distress. A patient has symptoms of anxiety, tension, restlessness, worry, or
fear that accompanies a mood episode (p. 159).

With catatonic features. There are features of either motor hyperactivity or inactivity. Cata-
tonic features can apply to major depressive episodes and to manic episodes (p. 100).

With mixed features. Manic, hypomanic, and major depressive episodes may have mixtures
of manic and depressive symptoms (p. 161).

With peripartum onset. A manic, hypomanic, or major depressive episode (or a brief psy-
chotic disorder) can occur in a woman during pregnancy or within a month of having a baby
(p- 163).

With psychotic features. Manic and major depressive episodes can be accompanied by delu-
sions, which can be mood-congruent or -incongruent (p. 164).

SPECIFIERS DESCRIBING COURSE OF RECURRING EPISODES

These specifiers describe the overall course of a mood disorder, not just the form of an indi-
vidual episode.

With rapid cycling. Within 1 year, the patient has had at least four episodes (in any combina-
tion) fulfilling criteria for major depressive, manic, or hypomanic episodes (p. 165).

With seasonal pattern. These patients regularly become ill at a certain time of the year, such
as fall or winter (p. 165).
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Introduction to Mood Episodes

Mood refers to a sustained emotion that colors the way we view life. Recognizing when
mood is disordered is extremely important, because as many as 20% of adult women
and 10% of adult men may have the experience at some time during their lives. The
prevalence of mood disorders seems to be increasing in both sexes, accounting for half
or more of a mental health practice. Mood disorders can occur in people of any race or
socioeconomic status, but they are more common among those who are single and who
have no “significant other.” A mood disorder is also more likely in someone who has
relatives with similar problems.

The mood disorders encompass many diagnoses, qualifiers, and levels of severity.
Although they may seem complicated, they can be reduced to a few main principles.

Years ago, the mood disorders were called affective disorders; many clinicians still use the
older term, which is also entrenched in the name seasonal affective disorder. Note, by the
way, that the term affect covers more than just a patient’s statement of emotion. It also
encompasses how the patient appears to be feeling, as shown by physical clues such as
facial expression, posture, eye contact, and tearfulness. Emphasis on the actual mood
experience of the patient, rather than the sometimes fuzzy concept of affect, dictates the
current use of mood.

In this section, I'll describe three types of mood episodes. You will find case
vignettes illustrating each one in the sections on the mood disorders themselves, which
follow.

Major Depressive Episode

Major depressive episode is one of the building blocks of the mood disorders, but it’s not a
codable diagnosis. You will use it often—it is one of the most common problems for which
patients seek help. Apply it carefully after considering a patient’s full history and mental
status exam. (Of course, we should be careful in using every label and every diagnosis.) |
mention this caution here because some clinicians tend to use the major depressive epi-
sode label almost as a reflex, without really considering the evidence. Once it gets applied,
too often there is a reflexive reaching for the prescription pad.

A major depressive episode must meet five major requirements. There must be
(1) a quality of depressed mood (or loss of interest or pleasure) that (2) has existed for a
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minimum period of time, (3) is accompanied by a required number of symptoms, (4) has
resulted in distress or disability, and (5) violates none of the listed exclusions.

Quality of Mood

Depression is usually experienced as a mood lower than normal; patients may describe
it as feeling “unhappy,” “downhearted,” “bummed,” “blue,” or many other terms
expressing sadness. Several issues can interfere with the recognition of depression:

e Not all patients can recognize or accurately describe how they feel.

e Clinicians and patients who come from different cultural backgrounds may have
difficulty agreeing that the problem is depression.

e The presenting symptoms of depression can vary greatly from one patient to
another. One patient may be slowed down and crying; another will smile and
deny that anything is wrong. Some sleep and eat too much; others complain of
insomnia and anorexia.

e Some patients don't really feel depressed; rather, they experience depression as
a loss of pleasure or reduced interest in their usual activities, including sex.

e Crucial to diagnosis is that the episode must represent a noticeable change from
the patient’s usual level of functioning. If the patient does not notice it (some are
too ill to pay attention or too apathetic to care), family or friends may report that
there has been such a change.

Duration

The patient must have felt bad most of the day, almost every day, for at least 2 weeks.
This requirement is included to ensure that major depressive episodes are differenti-
ated from the transient “down” spells that most of us sometimes feel.

Symptoms

During the 2 weeks just mentioned, the patient must have at least five of the italicized
symptoms below. Those five must include either depressed mood or loss of pleasure,
and the symptoms must overall indicate that the person is performing at a lower level
than before. Depressed mood is self-explanatory; loss of pleasure is nearly universal
among depressed patients. These symptoms can be counted either if the patient reports
them or if others observe that they occur.

Many patients lose appetite and weight. More than three-fourths report trouble
with sleep. Typically, they awaken early in the morning, long before it is time to arise.
However, some patients eat and sleep more than usual; most of these patients will
qualify for the atypical features specifier (p. 160).
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Depressed patients will usually complain of fatigue, which they may express as
tiredness or low energy. Their speech or physical movements may be slowed; some-
times there is a marked pause before answering a question or initiating an action. This
is called psychomotor retardation. Speech may be very quiet, sometimes inaudible.
Some patients simply stop talking completely, except in response to a direct question.
At the extreme, complete muteness may occur.

At the other extreme, some depressed patients feel so anxious that they become
agitated. Agitation may be expressed as hand wringing, pacing, or an inability to sit
still. The ability of depressed patients to evaluate themselves objectively plummets; this
shows up as low self-esteem or guilt. Some patients develop trouble with concentration
(real or perceived) so severe that sometimes a misdiagnosis of dementia may be made.
Thoughts of death, death wishes, and suicidal ideas are the most serious depressive
symptoms of all, because there is a real risk that the patient will successfully act upon
them.

To count as a DSM-5 symptom for major depressive episode, the behaviors listed
above must occur nearly every day. However, thoughts about death or suicide need only
be “recurrent.” A single suicide attempt or a specific suicide plan will also qualify.

In general, the more closely a patient resembles this outline, the more reliable will
be the diagnosis of major depressive episode. We should note, however, that depressed
patients can have many symptoms besides those listed in the DSM-5 criteria. They
can include crying spells, phobias, obsessions, and compulsions. Patients may admit
to feeling hopeless, helpless, or worthless. Anxiety symptoms, especially panic attacks
(see p. 173), can be so prominent that they blind clinicians to the underlying depression.

Many patients drink more (occasionally, less) alcohol when they become depressed.
This can lead to difficulty in sorting out the differential diagnosis: Which should be
treated first, the depression or the drinking? (Hint: Usually, both at once.)

A small minority of patients lose contact with reality and develop delusions or
hallucinations. These psychotic features can be either mood-congruent (for example,
a depressed man feels so guilty that he imagines he has committed some awful sin) or
mood-incongruent (a depressed person who imagines persecution by the FBI is not
experiencing a typical theme of depression). Psychotic symptoms are indicated in the
severity indicator (it’s verbiage you add to the diagnosis, and the final number in either
the ICD-9 or ICD-10 code, as discussed later in this chapter). The case vignette of
Brian Murphy (p. 124) includes an example.

There are three situations in which you should not count a symptom toward a diagnosis of
major depressive episode:

1. A symptom is fully explained by another medical condition. For example, you
wouldn’t count fatigue in a patient who is recovering from major surgery; in
that situation, you expect fatigue.

2. A symptom results from mood-incongruent delusions or hallucinations. For
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example, don’t count insomnia that is a response to hallucinated voices that
keep the patient awake throughout the night.

3. Feelings of guilt or worthlessness that occur because the patient is too
depressed to fulfill responsibilities. Such feelings are too common in depres-
sion to carry any diagnostic weight. Rather, look for guilt feelings that are way
outside the boundaries of what’s reasonable. An extreme example: A woman
believes that her wickedness caused the tragedies of 9/11.

Impairment

The episode must be serious enough to cause material distress or to impair the patient’s
work (or school) performance, social life (withdrawal or discord), or some other area of
functioning, including sex. Of the various consequences of mental illness, the effect
on work may the hardest to detect. Perhaps this is because earning a livelihood is
so important that most people will go to great lengths to hide symptoms that could
threaten their employment.

Exclusions

Regardless of the severity or duration of symptoms, major depressive episode usually
should not be diagnosed in the face of clinically important substance use or a general
medical disorder that could cause the symptoms.

Essential Features of Major Depressive Episode

These people are miserable. Most feel sad, down, depressed, or some equivalent;
however, some few will instead insist that they’ve only lost interest in nearly all their
once-loved activities. All will admit to varying numbers of other symptoms—such as
fatigue, inability to concentrate, feeling worthless or guilty, and wishes for death or
thoughts of suicide. In addition, three symptom areas may show either an increase or
a decrease from normal: sleep, appetite/weight, and psychomotor activity. (For each
of these, the classic picture is a decrease from normal—in appetite, for example—but
some “atypical” patients will report an increase.)

The Fine Print

Also, children or adolescents may only feel or seem irritable, not depressed.

Don‘t disregard the D’s: ¢ Duration (most of nearly every day, 2+ weeks) e Distress or
disability (work/educational, social, or personal impairment) e Differential diagnosis
(substance use and physical disorders)
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Coding Notes

No code alert: Major depressive episode is not a diagnosable illness; it is a building
block of major depressive, bipolar I, and bipolar Il disorders. It may also be found in
persistent depressive disorder (dysthymia). However, certain specifier codes apply to
major depressive episodes—though you tack them on only after you've decided on
the actual mood disorder diagnosis. Relax; this will all become clear as we proceed.

The bereavement exclusion that was used through DSM-IV is not to be found in DSM-5,
because recent research has determined that depressions closely preceded by the death
or loss of a loved one do not differ substantially from depressions preceded by other
stressors (or possibly by none at all). There’s been a lot of breast beating over this move, or
rather removal. Some claim that it places patients at risk for diagnosis of a mood disorder
when context renders symptoms understandable; a substantial expansion in the number
of people we regard as mentally ill could result.

| see the situation a little differently: We clinicians now have one fewer artificial bar-
riers to diagnosis and treatment. However, as with any other freedom, we must use it
responsibly. Evaluate the whole situation, especially the severity of symptoms, any previ-
ous history of mood disorder, the timing and severity of putative precipitant (bereavement
plus other forms of loss), and the trajectory of the syndrome (is it getting worse or better?).
And reevaluate frequently.

I've included examples of major depressive episode in the following vignettes: Brian
Murphy (p. 124), Elizabeth Jacks (p. 131), Winona Fisk (p. 133), Iris McMaster (p. 136),
Noah Sanders (p. 141), Sal Camozzi (p. 304), and Aileen Parmeter (p. 127). In addition,
there may be some examples in Chapter 20, “Patients and Diagnoses”—but you'll have to
find them for yourself.

Manic Episode

The second “building block™ of the mood disorders, manic episode, has been recog-
nized for at least 150 years. The classic triad of manic symptoms consists of height-
ened self-esteem, increased motor activity, and pressured speech. These symptoms are
obvious and often outrageous, so manic episode is not often overdiagnosed. However,
the psychotic symptoms that sometimes attend manic episode can be so florid that
clinicians instead diagnose schizophrenia. This tendency to misdiagnosis may have
decreased since 1980, when the DSM-III criteria increased clinicians” awareness of
bipolar illness. The introduction of lithium treatment for bipolar disorders in 1970 also
helped promote the diagnosis.

Manic episode is much less common than major depressive episode, perhaps
affecting 1% of all adults. Men and women are about equally likely to have mania.
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The features that must be present in order to diagnose manic episode are identi-
cal to those for major depressive episode: (1) A mood quality that (2) has existed for
a required period of time, (3) is attended by a required number of symptoms, (4) has
resulted in a considerable degree of disability, and (5) violates none of the listed exclu-
sions.

Quality of Mood

Some patients with relatively mild symptoms just feel jolly; this bumptious good humor
can be quite infectious and may make others feel like laughing with them. But as mania
worsens, this humor becomes less cheerful as it takes on a “driven,” unfunny quality
that creates discomfort in patients and listeners alike. A few patients will have mood
that is only irritable; euphoria and irritability sometimes occur together.

Duration

The patient must have had symptoms for a minimum of 1 week. This time requirement
helps to differentiate manic episode from hypomanic episode.

Symptoms

In addition to the change in mood (euphoria or irritability), the patient must also have
an increase in energy or activity level during a 1-week period. With these changes, at
least three of the italicized symptoms listed below must also be present to an important
degree during the same time period. (Note that if the patient’s abnormal mood is only
irritable—that is, without any component of euphoria—four symptoms are required in
addition to the increased activity level.)

Heightened self-esteem, found in most patients, can become grandiose to the point
that it is delusional. Then patients believe that they can advise presidents and solve the
problem of world hunger, in addition to more mundane tasks such as conducting psy-
chotherapy and running the very medical facilities that currently house them. Because
such delusions are in keeping with the euphoric mood, they are called mood-congruent.

Manic patients typically report feeling rested on little sleep. Time spent sleep-
ing seems wasted; they prefer to pursue their many projects. In its milder forms, this
heightened activity may be goal-directed and useful; patients who are only moderately
ill can accomplish quite a lot in a 20-hour day. But as they become more and more
active, agitation ensues, and they may begin many projects they never complete. At this
point they have lost judgment for what is reasonable and attainable. They may become
involved in risky business ventures, indiscreet sexual liaisons, and questionable reli-
gious or political activities.

Manic patients are eager to tell anyone who will listen about their ideas, plans,
and work, and they do so in speech that is loud and difficult to interrupt. Manic speech
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is often rapid and pressured, as if there were too many dammed-up words trying to
escape through a tiny nozzle. The resulting speech may exhibit what is called flight of
ideas, in which one thought triggers another to which it bears only a marginally logical
association. As a result, a patient may wander far afield from where the conversation (or
monologue) started. Manic patients may also be easily distracted by irrelevant sounds
or movements that other people would ignore.

Some manic patients retain insight and seek treatment, but many will deny that
anything is wrong. They rationalize that no one who feels this well or is so productive
could possibly be ill. Manic behavior therefore continues until it ends spontaneously or
the patient is hospitalized or jailed. I consider manic episodes to be acute emergencies,
and I don’t expect many clinicians will argue.

Some symptoms not specifically mentioned in the DSM-5 criteria are also worth
noting here.

1. Even during an acute manic episode, many patients have brief periods of
depression. These “microdepressions” are relatively common; depending on
the symptoms associated with them, they may suggest that the specifier with
mixed features is appropriate (p. 161).

2. Patients may use substances (especially alcohol) in an attempt to relieve the
uncomfortable, driven feeling that accompanies a severe manic episode. Less
often, the substance use temporarily obscures the symptoms of the mood epi-
sode. When clinicians become confused about whether the substance use or
the mania came first, the question can usually be sorted out with the help of
informants.

3. Catatonic symptoms occasionally occur during a manic episode, sometimes
causing the episode to resemble schizophrenia. But a history (obtained from
informants) of acute onset and previous episodes with recovery can help clar-
ify the diagnosis. Then the specifier with catatonic features may be indicated
(p. 100).

What about episodes that don’t start until the patient undergoes treatment for a depres-
sion? Should they count as fully as evidence of spontaneous mania or hypomania? To
count as evidence for either manic or hypomanic episode, DSM-5 requires that the full
criteria (not just a couple of symptoms, such as agitation or irritability) be present, and
that the symptoms last longer than the expected physiological effects of the treatment.
This declaration nicely rounds out the list of possibilities: DSM-IV stated flatly that manic
episodes caused by treatment could not count toward a diagnosis of bipolar | disorder,
whereas DSM-III-R implied that they could. And DSM-III kept silent on the whole matter.

The authors of the successive DSMs may have been thinking of Emerson’s famous
epigram: A foolish consistency is the hobgoblin of little minds.
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Impairment

Manic episodes typically wreak havoc on the lives of patients and their associates.
Although increasing energy and effort may at first actually improve productivity at
work (or school), as mania worsens a patient becomes less and less able to focus atten-
tion. Friendships are strained by arguments. Sexual entanglements can result in dis-
ease, divorce, and unwanted pregnancy. Even when the episode has resolved, guilt and
recriminations remain behind.

Exclusions

The exclusions for manic episode are the same as for major depressive episode. Gen-
eral medical conditions such as hyperthyroidism can produce hyperactive behavior;
patients who misuse certain psychoactive substances (especially amphetamines) will
appear speeded up and may report feeling strong, powerful, and euphoric.

Essential Features of Manic Episode

Patients in the throes of mania are almost unmistakable. These people feel euphoric
(though sometimes they’re only irritable), and there’s no way you can ignore their
energy and frenetic activity. They are full of plans, few of which they carry through
(they are so distractible). They talk and laugh, and talk some more, often very fast,
often with flight of ideas. They sleep less than usual (“a waste of time, when there’s
so much to do”), but feel great anyway. Grandiosity is sometimes so exaggerated
that they become psychotic, believing that they are exalted personages (monarchs,
rock stars) or that they have superhuman powers. With deteriorating judgment
(they spend money unwisely, engage in ill-conceived sexual adventures), functioning
becomes impaired, often to the point they must be hospitalized to force treatment
or for their own protection or that of other people.

The Fine Print

The D’s: e Duration (most of nearly every day, 1+ weeks) e Distress or disability (work/
educational, social, or personal impairment) e Differential diagnosis (substance use
and physical disorders, schizoaffective disorder, neurocognitive disorders, hypomanic
episodes, cyclothymia)

Coding Notes

Manic episode is not a diagnosable illness; it is a building block of bipolar | disorder.
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Elisabeth Jacks had a manic episode; you can read her history beginning on
page 131. Another example is that of Winona Fisk (p. 133). Look for other cases in the
patient histories given in Chapter 20.

Hypomanic Episode

Hypomanic episode is the final mood disorder “building block.” Comprising most of
the same symptoms as manic episode, it is “manic episode writ small.” Left without
treatment, some patients with hypomanic episode may become manic later on. But
many, especially those who have bipolar 1T disorder, have repeated hypomanic epi-
sodes. Hypomanic episode isn’t codable as a diagnosis; it forms the basis for bipolar II
disorder, and it can be encountered in bipolar I disorder, after the patient has already
experienced an episode of actual mania. Hypomanic episode requires (1) a mood qual-
ity that (2) has existed for a required period of time, (3) is attended by a required num-
ber of symptoms, (4) has resulted in a considerable degree of disability, and (5) violates
none of the listed exclusions. Table 3.1 compares the features of manic and hypomanic
episodes.

Quality of Mood

The quality of mood in hypomanic episode tends to be euphoric without the driven
quality present in manic episode, though mood can instead be irritable. However
described, it is clearly different from the patient’s usual nondepressed mood.

TABLE 3.1. Comparing Manic and Hypomanic Episodes

Manic episode Hypomanic episode

Duration 1 week or more 4 days or more

Mood

Abnormally and persistently high, irritable, or expansive

Activity/energy Persistently increased

Symptoms that are | Three or more? of grandiosity, | need for sleep, T talkativeness, flight of ideas or
changes from usual | racing thoughts, distractibility (self-report or that of others), agitation or T goal-

behavior directed activity, poor judgment
Severity Results in psychotic features, Clear change from usual functioning and
hospitalization, or impairment of work, | Others notice this change and
social, or personal functioning No psychosis, hospitalization, or
impairment
Other Rule out substance/medication-induced symptoms

With mixed features if appropriate?

“Four or more if the only abnormality of mood is irritability.

bBoth manic and hypomanic episodes can have the specifier with mixed features.
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Duration

The patient must have had symptoms for a minimum of 4 days—a marginally shorter
time requirement than that for manic episode.

Symptoms

As with manic episode, in addition to the change in mood (euphoria or irritability),
the patient must also have an increase in energy or activity level—but again, only for
4 days. Then at least three symptoms from the same list must be present to an impor-
tant degree (and represent a noticeable change) during this 4 days. If the patient’s
abnormal mood is irritable and not elevated, four symptoms are required. Note that
hypomanic episode precipitated by treatment can be adduced as evidence for, say,
bipolar II disorder—if it persists longer than the expected physiological effects of the
treatment.

The sleep of hypomanic patients may be brief, and activity level may be increased,
sometimes to the point of agitation. Although the degree of agitation is less than in
a manic episode, hypomanic patients can also feel driven and uncomfortable. Judg-
ment deteriorates, and may lead to untoward consequences for finances or for work or
social life. Speech may become rapid and pressured; racing thoughts or flight of ideas
may be noticeable. Easily becoming distracted can be a feature of hypomanic episode.
Heightened self-esteem is never so grandiose that it becomes delusional, and hypo-
manic patients are never psychotic.

In addition to the DSM-5 criteria, note that in hypomanic episode, as in manic
episode, substance use is common.

Impairment

How severe can the impairment be without qualifying as a manic episode? This is to
some extent a judgment call for the practitioner. Lapses of judgment, such as spending
sprees and sexual indiscretions, can occur in both manic and hypomanic episodes—
but, by definition, only the patient who is truly manic will be seriously impaired. If
behavior becomes so extreme that hospitalization is needed or psychosis is evident, the
patient can no longer be considered hypomanic, and the label must be changed.

Exclusions

The exclusions are the same as those for manic episode. General medical conditions
such as hyperthyroidism can produce hyperactive behavior; patients who misuse cer-
tain substances (especially amphetamines) will appear speeded up and may also report
feeling strong, powerful, and euphoric.
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Essential Features of Hypomanic Episode

Hypomania is “mania lite"—many of the same symptoms, but never to the same
outrageous degree. These people feel euphoric or irritable and they experience high
energy or activity. They are full of plans, which, despite some distractibility, they
sometimes actually implement. They talk a lot, reflecting their racing thoughts, and
may have flight of ideas. Judgment (sex and spending) may be impaired, but not
to the point of requiring hospitalization for their own protection or that of oth-
ers. Though the patients are sometimes grandiose and self-important, these features
never reach the point of delusion. You would notice the change in such a person, but
it doesn’t impair functioning; indeed, sometimes these folks get quite a lot done!

The Fine Print

The D’s: e Duration (most of nearly every day, 4+ days) e Disability (work/educational,
social, and personal functioning are not especially impaired) e Differential diagnosis
(substance use and physical disorders, other bipolar disorders)

Coding Notes

Specify if: With mixed features.

There is no severity code.

Hypomanic episode is not a diagnosable illness; it is a building block of bipolar
Il disorder and bipolar | disorder.

Mood Disorders Based on the Mood Episodes

From this point, the format of my presentation differs somewhat from both that of the
DSM-5 and that of the Quick Guide at the beginning of the chapter. First, I'll discuss
the mood disorders that use the mood episode “building blocks"—major depressive
disorder and bipolar I and II disorders. Afterwards, I'll cover the disorders that do not
crucially involve these episodes.

Major Depressive Disorder

A patient who has one or more major depressive episodes, and no manic or hypomanic
symptoms, is said to have major depressive disorder (MDD). It is a common condition,
affecting about 7% of the general population, with a female preponderance of roughly
2:1. MDD usually begins in the middle to late 20s, but it can occur at any time of life,
from childhood to old age. The onset may be sudden or gradual. Although episodes
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last on average from 6 to 9 months, the range is enormous, from a few weeks to many
years. Recovery usually begins within a few months of onset, though that too can vary
enormously. A full recovery is less likely for a person who has a personality disorder or
symptoms that are more severe (especially psychotic features). MDD is strongly heredi-
tary; first-degree relatives have a risk several times that of the general population.

Some patients have only a single episode during an entire lifetime; then they are
diagnosed with (no surprise) MDD, single episode. However, roughly half the patients
who have one major depressive episode will have another. At the point they develop a
second episode (to count, it must be separated from the first by at least 2 months), we
must change the diagnosis to MDD, recurrent type.

For any given patient, symptoms of depression remain pretty much the same from
one episode to the next. These patients will have an episode roughly every 4 years;
there is some evidence that the frequency of episodes increases with age. Multiple epi-
sodes of depression greatly increase the likelihood of suicide attempts and completed
suicide. Unsurprisingly, patients with recurrent episodes are also much more likely
than those with a single episode to be impaired by their symptoms. One of the most
severe consequences is suicide, which is the fate of about 4% of patients with MDD.

Perhaps 25% of patients with MDD will eventually experience a manic or hypo-
manic episode, thereby requiring yet another change in diagnosis—this time to bipolar
(I or II) disorder. We'll talk more about them later.

Essential Features of Major Depressive Disorder,
{Single Episode}{Recurrent}

The patient has {one}{or more} major depressive episodes and no spontaneous epi-
sodes of mania or hypomania.

The Fine Print

Two months or more without symptoms must intervene for episodes to be counted
as separate.

Decide on the D's: e Differential diagnosis (substance use and physical disorders,
other mood disorders, ordinary grief and sadness, schizoaffective disorder)

Coding Notes

From type of episode and severity, find code numbers in Table 3.2. If applicable,
choose specifiers from Table 3.3. Both tables are located and discussed near the end
of this chapter (pp. 167 and 168).



124

MOOD DISORDERS
Brian Murphy

Brian Murphy had inherited a small business from his father and built it into a large
one. When he sold out a few years later, he invested most of his money; with the rest, he
bought a small almond farm in northern California. With his tractor, he handled most
of the farm chores himself. Most years the farm earned a few hundred dollars, but as
Brian was fond of pointing out, it really didn't make much difference. If he never made
a dime, he felt he got “full value from keeping busy and fit.”

When Brian was 55, his mood, which had always been normal, slid into depres-
sion. Farm chores seemed increasingly to be a burden; his tractor sat idle in its shed.

As his mood blackened, Brian’s body functioning seemed to deteriorate. Although
he was constantly fatigued, often falling into bed by 9 P.M., he would invariably awaken
at 2 or 3 A.M. Then obsessive worrying kept him awake until sunrise. Mornings were
worst for him. The prospect of “another damn day to get through” seemed overwhelm-
ing. In the evenings he usually felt somewhat better, though he'd sit around working
out sums on a magazine cover to see how much money they’d have if he “couldn’t work
the farm” and they had to live on their savings. His appetite deserted him. Although
he never weighed himself, he had to buckle his belt two notches smaller than he had
several months before.

“Brian just seemed to lose interest,” his wife, Rachel, reported the day he was
admitted to the hospital. “He doesn’t enjoy anything any more. He spends all his time
sitting around and worrying about being in debt. We owe a few hundred dollars on our
credit card, but we pay it off every month!”

During the previous week or two, Brian had begun to ruminate about his health.
“At first it was his blood pressure,” Rachel said. “He’d ask me to take it several times a
day. T still work part-time as a nurse. Several times he thought he was having a stroke.
Then yesterday he became convinced that his heart was going to stop. He'd get up, feel
his pulse, pace around the room, lie down, put his feet above his head, do everything
he could to ‘keep it going.” That’s when I decided to bring him here.”

“We'll have to sell the farm.” That was the first thing Brian said to the mental health
clinician when they met. Brian was casually dressed and rather rumpled. He had promi-
nent worry lines on his forehead, and he kept feeling for his pulse. Several times during the
interview, he seemed unable to sit still; he would get up from the bed where he was sitting
and pace over to the window. His speech was slow but coherent. He talked mostly about
his feelings of being poverty-stricken and his fears that the farm would have to go on the
block. He denied having hallucinations, but admitted to feeling tired and “all washed up—
not good for anything any more.” He was fully oriented, had a full fund of information, and
scored a perfect 30 on the MMSE. He admitted that he was depressed, but he denied hav-
ing thoughts about death. Somewhat reluctantly, he agreed that he might need treatment.

Rachel pointed out that with his generous disability policy, his investments, and
his pension from his former company, they had more money coming in than when he
was healthy.

“But still we have to sell the farm,” Brian replied.
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Evaluation of Brian Murphy

Unfortunately, clinicians (including some mental health specialists) commonly make two
sorts of mistakes when evaluating patients with depression.

First, we sometimes focus too intently on a patient’s anxiety, alcohol use, or psy-
chotic symptoms and ignore underlying symptoms of depression or dysthymia. Here’s my
lifelong rule, formulated from bitter experience (not all mine) as far back as when | was a
resident: Always look for a mood disorder in any new patient, even if the chief complaint
is something else.

Second, the presenting depressive or manic symptoms can be quite noticeable, even
dramatic—to the point that clinicians may fail to notice, lurking underneath, the presence
of alcohol use disorder or another disorder (good examples are neurocognitive and somatic
symptom disorders). And that suggests another, equally important rule, almost the mirror
image of the first rule: Never assume that a mood disorder is your patient’s only problem.

First, let’s try to identify the current (and any previous) mood episodes. Brian Murphy
had been ill much longer than 2 weeks (criterion A). Of the major depressive episode
symptoms listed (five are required by DSM-5), he had at least six: low mood (A1), loss of
interest (A2), fatigue (A6), sleeplessness (A4), low self-esteem (A7), loss of appetite (A3),
and agitation (A5). (Note that either low mood or loss of interest is required for diagno-
sis; Brian had both.) He was so seriously impaired (B) that he required hospitalization.
Although we do not have the results of his physical exam and laboratory testing, the
vignette provides no history that would suggest another medical condition (for exam-
ple, pancreatic carcinoma) or substance use (C). However, his clinician would definitely
need to ask both Brian and his wife about this—depressed people often increase their
drinking. He was clearly severely depressed and different from his usual self. He easily
fulfilled the criteria for major depressive episode.

Next, what type of mood disorder did Brian have? There had been no manic or
hypomanic episodes (E), ruling out bipolar I or II disorder. His delusions of poverty
could suggest a psychotic disorder (such as schizoaffective disorder), but he had too
few psychotic symptoms, and the timing of mood symptoms versus delusions was
wrong (D). He was deluded but had no additional A criteria for schizophrenia. His
mood symptoms ruled out brief psychotic disorder and delusional disorder. He there-
fore fulfilled the requirements for MDD.

There are just two subtypes of MDD: single episode and recurrent. Although
Brian Murphy might subsequently have other episodes of depression, this was the only
one so far.

For the further description and coding of Brian Murphy’s depression, let’s turn
ahead to Table 3.2. His single episode dictates the column to highlight under MDD.
And he was delusional, so we'd code him as with psychotic features.

But wait: Suppose he hadn’t been psychotic? What severity would we assign him
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then? Despite the fact that he wasn't suicidal (he didn’t want death; rather, he feared
it), he did have most of the required symptoms, and he was seriously impaired by his
depressive illness. That's why I'd rate him as severely depressed (but remember, the
code number has already been determined).

Now we'll turn to the panoply of other specifiers, which T'll discuss toward the
end of this chapter (p. 159). Brian had no manic symptoms; that rules out with mixed
features. His delusion that he was poor and would have to sell the farm was mood-
congruent—that is, in keeping with the usual cognitive themes of depression. (How-
ever, the thought that his heart would stop and the pulse checking were probably not
delusional. I'd regard them as signifying the overwhelming anxiety he felt about the
state of his health.) The words we’d attach to his diagnosis (so far) would be MDD,
single episode, severe with mood-congruent psychotic features.

But wait; there’s more. There were no abnormalities of movement suggestive of
catatonic features, nor did his depression have any atypical features (for example, he
didn’t have increased appetite or sleep too much). Of course, he would not qualify for
peripartum onset. But his wife complained that he didn’t “enjoy anything any more,”
suggesting that he might qualify for melancholic features. He was agitated when inter-
viewed (marked psychomotor slowing would have also qualified for this criterion), and
he had lost considerable weight. He reported awakening early on many mornings (ter-
minal insomnia). The interviewer did not ask him whether this episode of depression
differed qualitatively from how he felt when his parents died, but I'd bet that it did. So,
we'll add with melancholic features to the mix.

I wrote this vignette before a new specifier, with anxious distress, was a gleam
in anyone’s eye, but I think Brian Murphy qualifies for it as well. He appeared edgy
and tense, and he was markedly restless. Furthermore, he seemed to be expressing
the fear that something horrible—possibly a catastrophic health event—would occur.
Even though nothing was said about poor concentration, he had at least three of the
symptoms required for the with anxious distress specifier, at a moderate severity rating.
The evidence is that this specifier has real prognostic importance, suggesting, in the
absence of treatment, the possibility of a poor outcome—even suicide.

Some patients with severe depression also report many of the symptoms typical of
panic disorder, generalized anxiety disorder, or some other anxiety disorder. In such
a case, two diagnoses could be made. Usually the mood disorder is listed first as the
primary diagnosis. Anxiety symptoms that do not fulfill criteria for one of the disorders
described in Chapter 4 may be further evaluated as evidence for the anxious distress
specifier.

Of course, Brian wouldn’t qualify for rapid cycling or seasonal pattern; with only
one episode, there could be no pattern. I'd give him a GAF score of 51, and his final
diagnosis would be as given below.

Let me just say that the prospect of using so many different criteria sets to code
one patient may seem daunting, but taking it one step at a time reveals a process that is
really quite logical and (once you get the hang of it) fairly quick. The same basic meth-
ods should be applied to all examples of depression. (Of course, you could argue—I
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certainly would—that using the prototypical descriptions of depression and mania and
their respective disorders simplifies things still further. But again, remember always to
consider the possibility of substance use and physical causes of any given symptom set.)

F32.3 [296.24] Major depressive disorder, single episode, severe with
mood-congruent psychotic features, with melancholic
features, with moderate anxious distress

There’s a situation in which | like to be extra careful about diagnosing MDD. That’s when a
patient also has somatic symptom disorder (see p. 251). The problem is that many people
who seem to have too many physical symptoms can also have mood symptoms that closely
resemble major depressive episodes (and sometimes manic episodes). Over the years, I've
found that these people tend to get treatment with medication, electroconvulsive therapy
(ECT), and other physical therapies that don’t seem to help them much—certainly not for
long. I'm not saying that drugs never work; | maintain only that if you encounter a patient
with somatic symptom disorder who is depressed, other treatments (such as cognitive-
behavioral therapy or other forms of behavior modification) may be more effective and less
fraught with complications.

Aileen Parmeter

“T just know it was a terrible mistake to come here.” For the third time, Aileen Parme-
ter got out of her chair and walked to the window. A wiry 5 feet 2 inches, this former
Marine master sergeant (she had supervised a steno pool) weighed a scant 100 pounds.
Through the slats of the Venetian blinds, she peered longingly at freedom in the park-
ing lot below. “T just don’t know whatever made me come.”

“You came because I asked you to,” her clinician explained. “Your nephew called
and said you were getting depressed again. It’s just like last time.”

“No, I don't think so. I was just upset,” she explained patiently. “I had a little cold
for a few days and couldn’t play my tennis. I'll be fine if T just get back to my little apart-
ment.”

“Have you been hearing voices or seeing things this time?”

“Well, of course not.” She seemed rather offended. “You might as well ask if I've
been drinking.”

After her last hospitalization, Aileen had been well for about 10 months. Although
she had taken her medicine for only a few weeks, she had remained active until 3 weeks
ago. Then she stopped seeing her friends and wouldn’t play tennis because she “just
didn’t enjoy it.” She worried constantly about her health and had been unable to sleep.
Although she didn’t complain of decreased appetite, she had lost about 10 pounds.

“Well, who wouldn't have trouble? T've just been too tired to get my regular exer-
cise.” She tried to smile, but it came off crooked and forced.
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“Miss Parmeter, what about the suicidal thoughts?”

“T don’t know what you mean.”

“TI mean, each time you've been here—Ilast year, and 2 years before that—you were
admitted because you tried to kill yourself.”

“T'm going to be fine now. Just let me go home.”

But her therapist, whose memory was long, had ordered Aileen held for her own
protection in a private room where she could be observed one-on-one.

Sleepless still at 3 A.M., Aileen got up, smiled wanly at the attendant, and went in
to use the bathroom. Looping a strip she had torn from her sweatsuit over the top of
the door, she tried to hang herself. As the silence lengthened, the attendant called out
softly, then tapped on the door, then opened it and sounded the alarm. The code team
responded with no time to spare.

The following morning, the therapist was back at her bedside. “Why did you try to
do that, Miss Parmeter?”

“T didn’t try to do anything. I must have been confused.” She gingerly touched the
purple bruises that ringed her neck. “This sure hurts. I know I'd feel better if you'd just
let me go home.”

Aileen remained hospitalized for 10 days. Once her sore neck would allow, she
began to take her antidepressant medication again. Soon she was sleeping and eating
normally, and she made a perfect score on the MMSE. She was released to go home to
her apartment and her tennis, still uncertain why everyone had made such a fuss about

her.

Evaluation of Aileen Parmeter

Aileen never acknowledged feeling depressed, but she had lost interest in her usual
activities. This change had lasted longer than 2 weeks, and—as in previous episodes—
her other symptoms included fatigue, insomnia, loss of weight, and suicidal behavior
(criterion A). (Although she reproached herself for entering the hospital, these feelings
referred exclusively to her being ill and would not be scored as guilt.) She was sick
enough to require hospitalization, fulfilling the impairment criterion (B).

Aileen could have a mood disorder due to another medical condition, and this
would have to be pursued by her clinician, but the history of recurrence makes this
seem unlikely (C). Symptoms of apathy and poor memory raise the question of mild
neurocognitive disorder, but her MMSE showed no evidence of memory impairment.
She denied alcohol consumption, so a substance-induced mood disorder would also
appear unlikely (her clinician had known her for so long that further pursuit of the pos-
sibility would be wasted effort).

There was no evidence that Aileen had ever had mania or hypomania, ruling out
bipolar I or IT disorder (E), and absence of any psychotic symptoms rules out psy-
chotic disorders (D). She therefore fulfills the criteria for MDD. She’d had more than
one episode separated by substantially longer than 2 months, which would satisfy the
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requirement for the term recurrent. Turning ahead to Table 3.2, we can reject the rows
there describing psychotic features (she emphatically denied having delusions or hal-
lucinations) and remission.

Now we must consider the severity of her depression (p. 158). It is always a prob-
lem how best to score someone with so little insight. Even with the suicide attempt,
Aileen appeared barely to meet the five symptoms needed for major depressive episode.
According to the rules, she should receive a severity coding of no greater than moder-
ate. However, for a patient who has just nearly killed herself, this would be inaccu-
rate and possibly dangerous; one of her symptoms, suicidal behavior, was very serious
indeed. As I've said before, the coding instructions are meant to be guides, not shackles:
I'd call Aileen’s depression severe.

She wouldn’t qualify for any of the specifiers for the most recent episode—perhaps
because her lack of insight prevented her from providing full information. (I suppose
that longer observation might reveal criteria adequate for with melancholic features.)

Other diagnoses are sometimes found in patients with MDD. These include several
of the anxiety disorders, obsessive—compulsive disorder, and the substance-related
disorders (especially alcohol use disorder). There is no evidence for any of these. I'd
give her a GAF score of only 15 on admission. Her GAF had improved to 60 by the time
she was released. Her complete diagnosis would be as follows:

F33.2 [296.33] Major depressive disorder, recurrent, severe

Bipolar I Disorder

Bipolar I disorder is shorthand for any cyclic mood disorder that includes at least one
manic episode. Although this nomenclature has only been adopted within the past sev-
eral decades, bipolar I disorder has been recognized for over a century. Formerly, it was
called manic—depressive illness; older clinicians may still refer to it this way. Men and
women are about equally affected, for a total of approximately 1% of the general adult
population. Bipolar I disorder is strongly hereditary.

There are two technical points to consider in evaluating episodes of bipolar I
disorder. First, for an episode to count as a new one, it must either represent a change
of polarity (for example, from major depressive to manic or hypomanic episode), or it
must be separated from the previous episode by a normal mood that lasts at least 2
months.

Second, a manic or hypomanic episode will occasionally seem to be precipitated
by the treatment of a depression. Antidepressant drugs, ECT, or bright light (used to
treat seasonal depression) may cause a patient to move rapidly from depression into a
full-blown manic episode. Bipolar I disorder is defined by the occurrence of spontane-
ous depressions, manias, and hypomanias; therefore, any treatment-induced manic or
hypomanic episode can only be used to make the diagnosis of a bipolar T (or, for that
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matter, bipolar IT) condition if the symptoms persist beyond the physiological effect of
that treatment. Even then, DSM-5 urges caution: Demand the full number of manic
or hypomanic symptoms, not just edginess or agitation that some patients experience
following treatment of depression.

In addition, note the warning that the mood episodes must not be superimposed
on a psychotic disorder—specifically schizophrenia, schizophreniform disorder, delu-
sional disorder, or unspecified psychotic disorder. Because the longitudinal course of
bipolar I disorder differs strikingly from those of the psychotic disorders, this should
only rarely cause diagnostic problems.

Usually a manic episode will be current, and the patient will have been admit-
ted to a hospital. Occasionally, you might use the category current or most recent epi-
sode manic for a newly diagnosed patient who is on a mood-stabilizing regimen. Most
will have had at least one previous manic, major depressive, or hypomanic episode.
However, a single manic episode is hardly rare, especially early in the course of bipo-
lar T disorder. Of course, the vast majority of such patients will later have subsequent
major depressive episodes, as well as additional manic ones. Males are more likely than
females to have a first episode that is manic.

Current episode depressed (I'm intentionally shorthanding the long and unwieldy
official phrase) will be one of the most frequently used of the bipolar I subtypes; nearly
all patients with this disorder will receive this diagnosis at some point during their
lifetimes. The depressive symptoms will be very much like those in the major depres-
sive disorders of Brian Murphy (p. 124) and Aileen Parmeter (p. 127). Elisabeth Jacks
(p. 131), whose current episode was manic, had been depressed a few weeks before her
current evaluation.

In a given patient, symptoms of mood disorder tend to remain the same from one
episode to the next. However, it is possible that after an earlier manic episode, a sub-
sequent mood upswing may be less severe, and therefore only hypomanic. (The first
episode of a bipolar I disorder couldn’t be hypomanic; otherwise, you'd have to diag-
nose bipolar II.) Although T have provided no vignette for bipolar I, most recent epi-
sode hypomanic, I have described a hypomanic episode in the case of Iris McMaster, a
patient with bipolar IT disorder (see p. 136).

Researchers who have followed bipolar patients for many years report that some have
only manias. The concept of unipolar mania has been debated off and on for a long time.
There are probably some patients who will never have a depression, but most will, given
enough time. | have known of patients who had as many as seven episodes of mania over
a 20-year period before finally having a first episode of depression. What’s important
here is that all patients with bipolar | (and Il) disorder—and their families—should be
warned to watch out for depressive symptoms. Bipolar | patients have a high likelihood of
completing suicide; some reports suggest that these people account for up to a quarter
of all suicides.
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Essential Features of Bipolar | Disorder

The patient has had at least one manic episode, plus any number (including zero) of
hypomanic and major depressive episodes.

The Fine Print

A manic episode that was precipitated by treatment (medication, ECT, light therapy)
can be counted toward a diagnosis of bipolar | disorder if the manic symptoms last
beyond the expected physiological treatment effects.

The D's: e Differential diagnosis (substance use and physical disorders, other bipolar
disorders, psychotic disorder)

Coding Notes

From type of episode and severity, find code numbers in Table 3.2. Finally, choose
from a whole lot of specifiers in Table 3.3.

Older patients who develop a mania for the first time may have a comorbid neurological
disorder. They may also have a higher mortality. First-episode mania in the elderly may be
quite a different iliness from recurrent mania in the elderly, and should probably be given a
different diagnosis, such as unspecified bipolar disorder.

Elisabeth Jacks

Elisabeth Jacks ran a catering service with her second husband, Donald, who was the
main informant.

At age 38, Elisabeth already had two grown children, so Donald could understand
why this pregnancy might have upset her. Even so, she had seemed unnaturally sad.
From about her fourth month, she spent much of each day in bed, not arising until
afternoon, when she began to feel a little less tired. Her appetite, voracious during her
first trimester, fell off, so that by the time of delivery she was several pounds lighter
than usual for a full-term pregnancy. She had to give up keeping the household and
business accounts, because she couldn’t focus her attention long enough to add a col-
umn of figures. Still, the only time Donald became really alarmed was one evening at
the beginning of Elisabeth’s ninth month, when she told him that she had been think-
ing for days that she wouldn't survive childbirth and he would have to rear the baby
without her. “You'll both be better off without me, anyway,” she had said.

After their son was born, Elisabeth’s mood brightened almost at once. The crying
spells and the hours of rumination disappeared; briefly, she seemed almost her normal
self. Late one Friday night, however, when the baby was 3 weeks old, Donald returned
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from catering a banquet to find Elisabeth wearing only bra and panties and icing a cake.
Two other just-iced cakes were lined up on the counter, and the kitchen was littered
with dirty pots and pans.

“She said she’d made one for each of us, and she wanted to party,” Donald told the
clinician. “T started to change the baby—he was howling in his basket—but she wanted
to drag me off to the bedroom. She said ‘Please, sweetie, it’s been a long time.” I mean,
even if I hadn’t been dead tired, who could concentrate with the baby crying like that?”

All the next day, Elisabeth was out with girlfriends, leaving Donald home with
the baby. On Sunday she spent nearly $300 for Christmas presents at an April garage
sale. She seemed to have boundless energy, sleeping only 2 or 3 hours a night before
arising, rested and ready to go. On Monday she decided to open a bakery; by telephone,
she tried to charge over $1,600 worth of kitchen supplies to their Visa card. She’d have
done the same the next day, but she talked so fast that the person she called couldn’t
understand her. In frustration, she slammed the phone down.

Elisabeth’s behavior became so erratic that for the next two evenings Donald
stayed off work to care for the baby, but his presence only seemed to provoke her sex-
ual demands. Then there was the marijuana. Before Elisabeth became pregnant, she
would have an occasional toke (she called it her “herbs”). During the past week, not all
the smells in the house had been fresh-baked cake, so Donald thought she might be at
it again.

Yesterday Elisabeth had shaken him awake at 5 A.M. and announced, “T am becom-
ing God.” That was when he had made the appointment to bring her for an evaluation.

Elisabeth herself could hardly sit still during the interview. In a burst of speech,
she described her renewed energy and plans for the bakery. She volunteered that
she had never felt better in her life. In rapid succession she then described her mood
(ecstatic), how it made her feel when she put on her best silk dress (sexy), where she had
purchased the dress, how old she had been when she bought it, and to whom she was
married at the time.

Patients who may have bipolar | disorder need a careful interview for symptoms of addic-
tion to alcohol; alcohol use disorder is diagnosed as a comorbid disorder in as many as
30%. Often the alcohol-related symptoms appear first.

Evaluation of Elisabeth Jacks

This vignette provides a fairly typical picture of manic excitement. Elisabeth Jacks’s
mood was definitely elevated. Aside from the issue of marijuana smoking (which
appeared to be a symptom, not a cause), her relatively late age of onset was the only
atypical feature.

For at least a week Elisabeth had had this high mood (manic episode criterion A),
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accompanied by most of the other typical symptoms (B): reduced need for sleep (B2),
talkativeness (B3), flight of ideas (a sample run is given at the end of the vignette, B4),
and poor judgment (buying Christmas gifts at the April garage sale—B7). Her disorder
caused considerable distress, for her family if not for her (C); this is usual for patients
with manic episode. The severity of the symptoms (not their number or type) and the
degree of impairment were what would differentiate her full-blown manic episode
from a hypomanic episode.

The issue of another medical condition (D) is not addressed in the vignette. Medi-
cal problems such as hyperthyroidism, multiple sclerosis, and brain tumors would
have to be ruled out by the admitting clinician before a definitive diagnosis could be
made. Delirium must be ruled out for any postpartum patient, but she was able to
focus her attention well. Although Elisabeth may have been smoking marijuana, mis-
use of this substance should never be confused with mania; neither cannabis intoxica-
tion nor withdrawal presents the combination of symptoms typical of mania. Although
the depression that occurred early in her pregnancy would have met the criteria for
major depressive episode, her current manic episode would obviate major depressive
disorder. Because the current episode was too severe for hypomanic symptoms, she
could not have cyclothymic disorder. Therefore, the diagnosis would have to be bipo-
lar I disorder (because she was hospitalized, it could not be bipolar IT). The course of
her illness was not compatible with any psychotic disorder other than brief psychotic
disorder, and that diagnosis specifically excludes a bipolar disorder (B).

The bipolar I subtypes, as described earlier, are based upon the nature of the most
recent episode. Elisabeth’s, of course, would be current episode manic.

Next we'll score the severity of Elisabeth’s mania (see the footnotes to Table 3.2).
These severity codes are satisfactorily self-explanatory, though there’s one problem:
Whether Elisabeth was actually psychotic is not made clear in the vignette. If we take
her words literally, she thought she was becoming God, in which case she would qualify
for severe with psychotic features. These would be judged mood-congruent because
grandiosity was in keeping with her exalted mood.

The only possible episode specifier (Table 3.3) would be with peripartum onset:
She developed her manic episode within a few days of delivery. With a GAF score of
25, the full diagnosis would be as follows:

F31.2 [296.44] Bipolar I disorder, currently manic, severe with mood-
congruent psychotic features, with peripartum onset

Winona Fisk

By the time she was 21, Winona Fisk had already had two lengthy mental health hos-
pitalizations, one each for mania and depression. Then she remained well for a year
on maintenance lithium, which in the spring of her junior year in college she abruptly
discontinued because she “felt so well.” When two of her brothers brought her to the
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hospital 10 days later, she had been suspended for repeatedly disrupting classes with
her boisterous behavior.

On the ward, Winona’s behavior was mostly a picture of manic excitement. She
spoke nonstop and was constantly on the move, often rummaging through other
patients’ purses and lockers. But many of the thoughts flooding her mind were so sad
that for 8 or 10 days she often spontaneously wept for several minutes at a time. She
said she felt depressed and guilty—not for her behavior in class, but for being such a
burden to her family. During these brief episodes, she claimed to hear the heart of her
father beating from his grave, and she would express the wish to join him in death. She
ate little and lost 15 pounds; she often awakened weeping at night and was unable to
get back to sleep.

Nearly a month’s treatment with lithium, carbamazepine, and neuroleptics was
largely futile. Her mood disorder eventually yielded to six sessions of bilateral ECT.

Evaluation of Winona Fisk

Winona’s two previous episodes of bipolar I disorder make that diagnosis crystal clear.
Our only remaining task is to decide about the type and severity of the most recent
episode.

In a typical manner, Winona’s manic episode began with feeling “too good” to
be ill; that got her into trouble with her lithium. Her symptoms, which included poor
judgment (she was suspended from class for her behavior), talkativeness, and increased
psychomotor activity fulfilled criteria A and B for manic episode; hospitalization (C)
ruled out hypomanic episode. (Her clinician would have to make sure she had no other
medical or substance use disorder—criterion D.)

But at times throughout the day, she also had “microdepressions” during which
she experienced at least three depressive symptoms, which would fulfill the criterion A
requirements for the specifier with mixed features (manic episode): She felt depressed
(A1), she expressed feelings of (inappropriate) guilt (A5), and she ruminated about death
(A6). We cannot include her problems with sleep and appetite/weight; because they are
found in both manic and depressive episodes, they dont make the mixed features list.
She didn’t meet full major depressive criteria, so there’s no need to fuss about whether
to call her episode manic with mixed features, or major depressive with mixed features
(C). And she didn’t drink or use drugs (D).

The severity of Winona’s episode should be judged on the basis of both the symp-
tom count and the degree to which her illness affected her (and others). All things con-
sidered, her clinician felt that she was seriously ill, and coded her accordingly.

With a GAF score of 25, here’s Winona’s diagnosis:

F31.2 [296.44] Bipolar I disorder, current episode manic, severe with
mood-congruent psychotic features, with mixed features

755.9 [V62.3] Academic or educational problem (suspended from school)
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F31.81 [296.89] Bipolar Il Disorder

The symptoms of bipolar IT and bipolar I disorders have important similarities. The
principal distinction, however, is the degree of disability and discomfort conferred by
the high phase, which in bipolar IT never involves psychosis and never requires hos-
pitalization.” Bipolar II disorder consists of recurrent major depressive episodes inter-
spersed with hypomanic episodes.

Like bipolar I disorder, bipolar II may be diagnosed on the basis of mood episodes
that arise spontaneously or that are precipitated by antidepressants, ECT, or bright
light therapy—if the induced symptoms subsequently last past the expected duration of
the physiological treatment effects. (Be sure to ask the patient and informants whether
there has been another hypomanic episode that was not precipitated by treatment;
many patients will have had one.) Bipolar II is also associated with an especially high
rate of rapid cycling, which carries added risk for a difficult course of illness.

Women may be more prone than men to develop bipolar II disorder (the sexes are
about equally represented in bipolar T disorder); fewer than 1% of the general adult
population are affected, though the prevalence among adolescents may be higher. The
peripartum period may be especially likely to precipitate an episode of hypomania.

Comorbidity is a way of life for patients with bipolar II. Mostly they will have
anxiety and substance use disorders, though eating disorders will also be in the mix,
especially for female patients.

It is important to note that although I have earlier described hypomanic episode as
“mania lite,” we shouldn’t imagine that the disorder is innocuous. Indeed, some studies
suggest that patients with bipolar II are ill longer and spend more time in the depres-
sive phase than is the case for patients with bipolar I. They may also be especially likely
to make impulsive suicide attempts. And not a few (in the 10% range) will eventually
experience a full-blown manic episode.

Sal Camozzi was another patient with bipolar IT disorder; his history is given in
Chapter 11 (p. 304).

Essential Features of Bipolar Il Disorder
The patient has had at least one each of a major depressive episode and a hypomanic

episode, but no manic episodes ever.

The Fine Print

The D’s: e Distress or disability (work/educational, social, or personal impairment, but
only for depressive episodes or for switches between episodes) e Differential diag-

T suppose it’s possible that a patient with bipolar 11 disorder might end up hospitalized without really
needing it. In that case, I'd go with the predominant symptoms and call it bipolar II.
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nosis (substance use and physical disorders, other bipolar disorders, major depressive
disorder)

Coding Notes

Specify current or most recent episode as {hypomanicH{depressed}.
Choose any relevant specifiers, summarized in Table 3.3. For most recent epi-
sode, you can mention severity (free choice: mild, moderate, severe).

Iris McMaster

“I'm a writer,” said Iris McMaster. It was her first visit to the interviewer’s office, and
she wanted to smoke. She fiddled with a cigarette but didn’t seem to know what to do
with it. “It’'s what I do for a living. I should be home doing it now—it’s my life. Maybe
I'm the finest creative writer since Dostoevsky. But my friend Charlene said I should
come in, so I've taken time away from working on my play and my comic novel, and
here I am.” She finally put the cigarette back into the pack.

“Why did Charlene think you should come?”

“She thinks I'm high. Of course I'm high. I'm always high when I'm in my creative
phase. Only she thinks I'm too nervous.” Iris was slender and of average height; she
wore a bright pink spring outfit. She looked longingly at her pack of cigarettes. “God, I
need one of those.”

Her speech could always be interrupted, but it was salted with bon mots, neat
turns of phrase, and original similes. But Iris was also able to give a coherent history.
At 45, she was married to an engineer and had a daughter who was nearly 18. And she
really was a writer, who over the last several years had sold (mainly to women’s maga-
zines) articles about a variety of subjects.

For 3 or 4 months Iris had been in one of her high phases, cranking out an enor-
mous volume of essays on wide-ranging topics. Her “wired” feeling was uncomfortable
in a way, but it hadn’t troubled her because she felt so productive. Whenever she was
creating, she didn’t need much sleep. A 2-hour nap would leave her rested and ready for
another 10 hours at her computer. At those times, her husband would fix his own meals
and kid her about having “a one-track mind.”

Iris never ate much during her high phases, so she lost weight. But she didn’t get
herself into trouble: no sexual indiscretions, no excessive spending (“I'm always too
busy to shop”). And she volunteered that she had never “seen visions, heard voices, or
had funny ideas about people following me around.” She had never spent time “in the
funny farm.”

As Iris paused to gather her thoughts, her fingers clutched the cigarette package.
She shook her head almost imperceptibly. Without uttering another word, she grabbed
her purse, arose from the chair, and swooped out the door. It was the last the inter-
viewer saw of her for a year and a half.

In November of the following year, a person announcing herself as Iris McMaster
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dropped into that same office chair. She seemed like an impostor. She’d gained 30 or
40 pounds, which she had stuffed into polyester slacks and a bulky knit sweater. “As T
was saying,” were the first words she uttered. Just for a second, the corners of her mouth
twitched up. But for the rest of the hour she soberly talked about her latest problem:
writer’s block.

About a year ago, she had finished her play and was well into her comic novel when
the muse deserted her. For months now, she had been arising around lunchtime and
spending long afternoons staring at her computer. “Sometimes I don’t even turn it on!”
she said. She couldn’t focus her thinking to create anything that seemed worth clicking
on “save.” Most nights she tumbled into bed at 9. She felt tired and heavy, as though her
legs were made of bricks.

“It’s cheesecake, actually,” was how Iris described her weight gain. “T have it deliv-
ered. For months I haven’t been interested enough to cook for myself.” She hadn’t been
suicidal, but the only time she felt much better was when Charlene took her out to
lunch. Then she ate and made conversation pretty much as she used to. “T've done
that quite a lot recently, as anyone can see.” Once she returned home, the depression
flooded back.

Finally, Iris apologized for walking out a year and a half earlier. “T didn’t think T
was the least bit sick,” she said, “and all T really wanted to do was get back to my com-
puter and get your character on paper!”

Evaluation of Iris McMaster

This discussion will focus on the episode of elevated mood Iris had during her first
visit. There are two possibilities for such an episode: manic and hypomanic. As far as
the time requirement was concerned, either type was possible—hypomanic requires 4
days (hypomanic episode criterion A), manic 1 week. She admitted that she felt “wired,”
and this feeling had apparently been sustained for several months. It was also abnormal
for her. During her high phase, she had at least four symptoms (three required, B): high
self-esteem, decreased need for sleep, talkativeness, and increased goal-directed activ-
ity (writing).

The mood of either a manic or hypomanic episode is excessively high or irritable,
and it is accompanied by increased energy and activity. The real distinction between
hypomania and mania consists in the effects of the mood elevation on patient and sur-
roundings. The patient’s functioning during a manic episode is markedly impaired,
whereas in a hypomanic episode it is only a clear change from normal for the individual
(C) that others can notice (D). During her high spells, Iris’s writing productivity actu-
ally increased, and her social relationships (those with her husband and friends, though
perhaps not with her hapless clinician) did not appear to suffer (E). Note that the col-
lective effect of criteria C, D, and E is to allow some impairment of functioning, just
not very much.

Assuming that Iris had no other medical conditions or substance-induced mood
disorder (F), she could have one of these three: bipolar I, bipolar II, or cyclothymic
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disorder. Judging from her lack of psychosis and hospitalizations, Iris had never had a
true mania, ruling out bipolar I disorder. Her mood swings weren't nearly numerous
enough to qualify for a diagnosis of cyclothymic disorder.

That leaves bipolar II disorder. But to qualify for that diagnosis, there must be at
least one major depressive episode (bipolar II criterion A). On Iris’s second visit to the
clinician, her depressive symptoms included feeling depressed most of the time, weight
gain, hypersomnia, fatigue, and poor concentration (her “writer’s block™), which fulfill
the criterion A requirements for major depressive episode. If her depression had not
met the criteria for major depressive episode, her diagnosis would have been unspeci-
fied (or other specified) bipolar disorder. That’s the same conclusion you'd reach for
a patient who has never had a depression and only hypomanic episodes—or, for Iris
McMaster, if she’d stayed the course for her first office visit.

In coding bipolar IT disorder, clinicians are asked to specify the most recent epi-
sode. Iris's was a depression. Although bipolar IT disorder provides no severity code for
a hypomanic episode, we can rate her depression by the same criteria we'd use for any
other major depressive episode. Though she had only the minimum number of symp-
toms needed for major depressive episode, her work had been seriously impaired. For
that reason, moderate severity seems appropriate, and is mirrored in her GAF score of
60. If further interview revealed additional (or more serious) symptoms, I'd consider
boosting her to severe level. These specifiers leave leeway for the clinician’s judgment.

During her depression Iris had a number of symptoms of an episode specifier:
with atypical features. That is, her mood seemed to brighten when she was having
lunch with her friend; she also gained weight, slept excessively, and had a sensation of
heaviness (bricks) in her limbs. With a total of four of these symptoms (only three are
required), at the time of the second interview her full diagnosis would read as follows:

F31.81 [296.89] Bipolar IT disorder, depressed, moderate, with atypical
features

Additional Mood Disorders

As we've discussed so far, many of the mood disorders seen in a mental health practice
can be diagnosed by referring to manic, hypomanic, and major depressive episodes.
These three mood episodes must be considered for any patient with mood symptoms.
Next we'll consider several other conditions that do not depend on these episodes for
their definition.

F34.1 [300.4] Persistent Depressive Disorder (Dysthymia)

The condition discussed here goes by several names—dysthymic disorder, dysthy-
mia, chronic depression, and now persistent depressive disorder. Whatever you call it
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(I'll generally stick with dysthymia), these patients are indeed chronically depressed.
For years at a time, they have many of the same symptoms found in major depres-
sive episodes, including low mood, fatigue, hopelessness, trouble concentrating, and
problems with appetite and sleep. But notice what’s absent from this list of symptoms
(and from the criteria): inappropriate guilt feelings and thoughts of death or suicidal
ideas. In short, most of these patients have an illness that’s enduring, but also relatively
mild.

In the course of a lifetime, perhaps 6% of adults have dysthymia, with women
about twice as often affected as men. Although it can begin at any age, late onset is
uncommon, and the classic case starts so quietly and so early in life that some patients
regard their habitual low mood as, well, normal. In the distant past, clinicians regarded
these patients as having depressive personality or depressive neurosis.

Dysthymic patients suffer quietly, and their disability can be subtle: they tend to
put much of their energy into work, with less left over for social aspects of life. Because
they don't appear severely disabled, such individuals may go without treatment until
their symptoms worsen into a more readily diagnosed major depressive episode. This
is the fate of many, probably most, dysthymic patients. In 1993 this phenomenon was
recounted in a book that made The New York Times best-seller list: Listening to Prozac.
However, the astonishing response to medication that book reported is by no means
limited to one drug.

DSM-IV differentiated between dysthymic disorder and chronic major depressive disor-
der, but research has not borne out the distinction. So what DSM-5 now calls persistent
depressive disorder is a combination of the two separate DSM-IV conditions. The current
criteria supply some specifiers to indicate the difference. Here’s what’s clear: Patients who
have depression that goes on and on (whatever we choose to call it) tend to respond poorly
to treatment, are highly likely to have relatives with either bipolar disorders or some form
of depression, and continue to be ill at follow-up.

There’s one other feature that results from the lumping together of dysthymia and
chronic major depression. Because some major depression symptoms do not occur in the
dysthymia criteria set, it is possible (as DSM-5 notes) that a few patients with chronic major
depression won’t meet criteria for dysthymia: The combination of psychomotor slowing,
suicidal ideas, and low mood/energy/interest would fit that picture (of those symptoms,
only low energy appears among the B criteria for dysthymia). Improbable, | know, but there
you are. We are advised that such patients should be given a diagnosis of major depressive
disorder if their symptoms meet criteria during the current episode; if not, we’ll have to
retreat to other specified (or unspecified) depressive disorder.
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Essential Features of Persistent Depressive Disorder (Dysthymia)

"Low-grade depression” is how these symptoms are often described, and they occur
most of the time for 2 years (they are never absent for longer than 2 months run-
ning). Some patients aren’t even aware that they are depressed, though others can
see it. They will acknowledge such symptoms as fatigue, problems with concentra-
tion or decision making, poor self-image, and feeling hopeless. Sleep and appetite
can be either increased or decreased. They may meet full requirements for a major
depressive episode, but the concept of mania is foreign to them.

The Fine Print

For children, mood may be irritable rather than depressed, and the time requirement
is 1 year rather than 2.

The D’s: e Duration (more days than not, 2+ years) o Distress or disability (work/edu-
cational, social, or personal impairment) e Differential diagnosis (substance use and
physical disorders, ordinary grief and sadness, adjustment to a long-standing stressor,
bipolar disorders, major depressive disorder)

Coding Notes

Specify severity.

Specify onset:

Early onset, if it begins by age 20.
Late onset, if it begins at age 21 or later.

Specify if:

With pure dysthymic syndrome. Doesn’t meet criteria for major depressive epi-
sode.

With persistent major depressive episode. Does meet criteria throughout pre-
ceding 2 years.

With intermittent major depressive episodes, with current episode. Meets
major depressive criteria now, but at times hasn't.

With intermittent major depressive episodes, without current episode. Has met
major depressive criteria in the past, though doesn’t currently.

Choose other specifiers from Table 3.3.
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Noah Sanders

For Noah Sanders, life had never seemed much fun. He was 18 when he first noticed
that most of the time he “just felt down.” Although he was bright and studied hard,
throughout college he was often distracted by thoughts that he didn’t measure up to
his classmates. He landed a job with a leading electronics firm, but turned down sev-
eral promotions because he felt that he could not cope with added responsibility. It
took dogged determination and long hours of work to compensate for this “inherent
second-rateness.” The effort left him chronically tired. Even his marriage and the birth
of his two daughters only relieved his gloom for a few weeks at a time, at best. His self-
confidence was so low that, by common consent, his wife always made most of their
family’s decisions.

“It’s the way I've always been. T am a professional pessimist,” Noah told his family
doctor one day when he was in his early 30s. The doctor replied that he had a depres-
sive personality.

For many years, that description seemed to fit. Then, when Noah was in his early
40s, his younger daughter left home for college; after this, he began to feel increasingly
that life had passed him by. Over a period of several months, his depression deepened.
He had worsened to the point that he now felt he had never really been depressed
before. Even visits from his daughters, which had always cheered him up, failed to
improve his outlook.

Usually a sound sleeper, Noah began awakening at about 4 A.M. and ruminating
over his mistakes. His appetite fell off, and he lost weight. When for the third time in
a week his wife found him weeping in their bedroom, he confessed that he had felt
so guilty about his failures that he thought they’d all be better off without him. She
decided that he needed treatment.

Noah was started on an antidepressant medication. Within 2 weeks, his mood had
brightened and he was sleeping soundly; at 1 month, he had “never felt better” in his
life. Whereas he had once avoided oral presentations at work, he began to look forward
to them as “a chance to show what I could do.” His chronic fatigue faded, and he began
jogging to use up some of his excess energy. In his spare time, he started his own small
business to develop and promote some of his engineering innovations.

Noah remained on his medication thereafter. On the two or three occasions when
he and his therapist tried to reduce it, he found himself relapsing into his old, depres-
sive frame of mind. He continued to operate his small business as a sideline.

Evaluation of Noah Sanders

For most of his adult life, Noah’s mood symptoms were chronic, rather than acute or
recurring. He was never without these symptoms for longer than a few weeks at a
time (criterion C for dysthymia), and they were present most of the day, most days (A).
They included general pessimism, poor self-image, and chronic tiredness, though only



142

MOOD DISORDERS

two symptoms are required by criterion B. His indecisiveness encouraged his wife
to assume the role of family decision maker, which suggests social impairment (H).
The way he felt was not different from his usual self; in fact, he said it was the way he
had always been. (The extended duration is one of two main features that differentiate
dysthymia from major depressive disorder. The other is that the required dysthymia
symptoms are neither as plentiful nor as severe as for major depression.) Noah had had
no manic or psychotic symptoms that might have us considering bipolar or psychotic
disorders (E, F).

The differential diagnosis of dysthymia is essentially the same as that for major
depressive disorder. Mood disorder due to another medical condition and substance-
induced mood disorder must be ruled out (G). The remarkable chronicity and poor
self-image invite speculation that Noah’s difficulties might be explained by a personal-
ity disorder, such as avoidant or dependent personality disorder. The vignette does
not address all the criteria that would be necessary to make those diagnoses. However,
an important diagnostic principle holds that the more treatable conditions should be
diagnosed (and treated) first. If, despite relief of the mood disorder, Noah continued to
be shy and awkward and to have a negative self-image, only then should we consider a
personality diagnosis.

Now to the specifiers (Table 3.3). Though lacking psychotic symptoms, Noah had
quite a number of depressive symptoms (including thoughts about death), which would
suggest that he was severely ill. His dysthymia symptoms began when he was young
(he first noticed them when he was just 18), so we'd say that his onset was early. Noah’s
recent symptoms would also qualify for a major depressive episode, which had begun
fairly recently and precipitated his evaluation; DSM-5 notes that a dysthymic patient
can have symptoms that fulfill criteria for such an episode (D). We would therefore
give him the specifier with intermittent major depressive episodes, with current epi-
sode. None of the course specifiers would apply to Noah’s dysthymia, but the following
symptoms would meet the criteria for an episode specifier for the major depression—
with melancholic features: He no longer reacted positively to pleasurable stimuli (being
with his daughters); he described his mood as a definite change from normal; and he
reported guilt feelings, early morning awakening, and loss of appetite.

Once treated, Noah seemed to undergo a personality change. His mood light-
ened and his behavior changed to the point that, by contrast, he seemed almost hypo-
manic. However, these symptoms don't rise to the level required for a hypomanic epi-
sode; had that been the case, criterion E would exclude the diagnosis of dysthymia.
(Also, remember that a hypomanic episode precipitated by treatment that does not
extend past the physiological effects of treatment does not count foward a diagnosis
of bipolar IT disorder. It should not count against the diagnosis of dysthymia, either.)
I thought his GAF score would be about 50 on first evaluation; his GAF would be a
robust 90 at follow-up. In the summary, I'd note the possibility of avoidant personality
traits.

My full diagnosis for Noah Sanders would be as follows:
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F34.1[300.4] Persistent mood disorder, severe, early onset, with
intermittent major depressive episode, with current
episode, with melancholic features (whew!)

F34.0 [301.13] Cyclothymic Disorder

Patients with cyclothymic disorder (CD) are chronically either elated or depressed,
but for the first couple of years, they do not fulfill criteria for a manic, hypomanic, or
major depressive episode. Note that there’s a phrase back there dripping with italics.
I'll explain in the sidebar below.

Cyclothymic disorder was at one time regarded as a personality disorder. This may
have been partly due to the fact that it begins so gradually and lasts such a long time.
Articles in the literature still refer to cyclothymic temperament, which may be a precur-
sor to bipolar disorders.

The clinical appearance can be very variable. Some patients are nearly always
dysphoric, occasionally shifting into hypomania for a day or so. Others can shift several
times in a single day. Often the presentation is mixed.

Typically beginning gradually in adolescence or young adulthood, CD affects
under 1% of the general population. However, clinicians diagnose it even less often
than you'd expect. The sex distribution is about equal, though women are more likely
to come for treatment. Not surprisingly, patients usually only come to clinical attention
when they are depressed. Once begun, it tends toward chronicity.

What if your cyclothymic patient later develops a manic, hypomanic, or major depressive
episode? In that case, you’ll have to change the diagnosis to something different. Once a
major mood episode rears its head, that patient can never revert to CD. If the new episode
is major depressive, then you’ll probably fall back on an unspecified (or other specified)
bipolar disorder, inasmuch as, by definition, the “up” periods of CD will not qualify as a
hypomanic episode. Note that this is a change from DSM-IV, which allowed a diagnosis of
a bipolar disorder along with CD.

Essential Features of Cyclothymic Disorder

The patient has had many ups and downs of mood that don‘t meet criteria for any of
the mood episodes (major depressive, hypomanic, manic). Although symptoms occur
most of the time, as much as a couple of months of level mood can go by.
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The Fine Print

The D's: e Duration (2+ years; 1+ year in children and adolescents) e Distress or disabil-
ity (work/educational, social, or personal impairment) e Differential diagnosis (sub-
stance use and physical disorders, other bipolar disorders)

Coding Notes

Specify if: With anxious distress.

Honey Bare

“T'm a yo-yo!”

Without her feathers and sequins, Honey Bare looked anything but provocative.
She had begun life as Melissa Schwartz, but she loved using her stage name. The stage
in question was Hoofer’s, one of the bump-and-grind joints that thrived near the water-
front. The billboard proclaimed that it was “Only a Heartthrob Away” from the Navy
recruiting station. Since she’d dropped out of college 4 years earlier, Honey had been
a front-liner in the four-girl show at Hoofer’s. Every afternoon on her way to work she
passed right by the mental health clinic, but this was her first visit inside.

“In our current gig, I play the Statue of Liberty. I receive the tired, the poor, and
the huddled masses. Then I take off my robes.”

“Is that a problem?” the interviewer wanted to know.

Most of the time, it wasn't. Honey liked her little corner of show biz. When the
fleet was in, she played to thunderous applause. “In fact, T enjoy just about everything
I do. T don’t drink much, and T never do drugs, but I go to parties. I sing in our church
choir, go to movies—I enjoy art films quite a bit.” When she felt well, she slept little,
talked a lot, started a hundred projects, and even finished some of them. “I'm really a
happy person—when I'm feeling up.”

But every couple of months, there’d be a week or two when Honey didnt enjoy
much of anything. She’d paste a smile on her face and go to work, but when the curtain
rang down, the smile came off with her makeup. She was never suicidal, and her sleep
and appetite didn’t suffer; her energy and concentration were normal. But it was as if
all the fizz had gone out of her ginger ale. She could see no obvious cause for her mood
swings, which had been going on for years. She could count on the fingers of both hands
the number of weeks she had been “just normal.”

Lately, Honey had acquired a boyfriend—a chief petty officer who wanted to
marry her. He said he loved her because she was so vivacious and enthusiastic, but he
had only seen her when she was bubbly. Always before, when she was depressed, he
had been out to sea. Now he had written that he was being transferred to shore duty,
and she feared it would be the end of their relationship. As she said it, two large tears
trickled through the mascara and down her cheeks.

Four months and several visits later, Honey was back, wearing a smile. The lith-
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ium carbonate, she reported, seemed to be working well. The peaks and valleys of her
moods had smoothed out to rolling hills. She was still playing the Statue of Liberty
down at Hoofers.

“My sailor’s been back for nearly 3 months,” she said, “and he’s still carrying the
torch for me.”

As far back as the mid-19th century, Karl Kahlbaum—the German psychiatrist who first
described catatonia—noted that some people experience frequent alterations between
highs and lows so mild as not to require any treatment. His observations were confirmed
and extended by his student and colleague, Ewald Hecker (who was best known for his
description of hebephrenic schizophrenia).

But by the mid-20th century, the first DSM described cyclothymia as a cardinal per-
sonality type (along with schizoid, paranoid, and inadequate personalities). The description
actually sounds pretty wonderful: “an extratensive and outgoing adjustment to life situa-
tions, an apparent personal warmth, friendliness and superficial generosity, an emotional
reaching out to the environment, and a ready enthusiasm for competition.” (I'll leave the
looking-up of extratensive as an extra-credit exercise.) Anyway, thus was born cyclothymia
as a temperament or personality style.

DSM-II kept cyclothymic personality with the other personality disorders, but in 1980
it was moved to the mood disorders and rechristened with its current name. However, its
relationship to other mood disorders is fraught; experts argue about it even today. Many
hold that it can be prodromal to a more severe bipolar disorder. Some point out the simi-
larities between cyclothymia and borderline personality disorder (labile, irritable moods
leading to interpersonal conflict), even suggesting that the latter disorder belongs on the
bipolar spectrum—a speculation extreme enough to invite resistance.

All of this suggests that we still have work to do in determining cyclothymic disorder’s
exact place in the diagnostic firmament. Though the DSM-5 criteria are a step along the
road to differentiation of this venerable diagnosis, they may not signify any real progress.

Evaluation of Honey Bare

The first and most obvious question is this: Had Honey ever fulfilled criteria for a
manic, hypomanic, or major depressive episode (cyclothymic disorder criterion C)?
When feeling down, she had no vegetative symptoms (problems with sleep or appe-
tite) of major depressive episode. She had normal concentration, had never been sui-
cidal, and did not complain of feeling worthless. At the other pole, she did indeed have
symptoms similar to those of hypomania (talkative, slept less, was more active than at
other times), but they weren't even severe enough for hypomania. Honey’s “up” moods
weren't elevated (or irritable, or expansive) to an abnormal extent (hypomanic episode
criterion A)—they were her normal functioning. Furthermore, she had experienced far
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more cycles than would be typical for bipolar IT disorder. We can therefore rule out any
other bipolar or major depressive diagnosis.

Honey testified that she was either up or down most of the time (were back to
cyclothymia—criterion B). Because she was never psychotic, she could not qualify for
a diagnosis such as schizoaffective disorder (D). She didn’t use drugs or alcohol, ruling
out a substance-induced mood disorder (E). Again, bipolar I, bipolar II, and major
depressive disorders are ruled out due to the lack of relevant episodes. (However,
because they involve so many swings of mood, either bipolar I or IT with rapid cycling
can sometimes be confused with cyclothymic disorder.) Mood shifts, impulsivity, and
interpersonal problems can of course be found aplenty in borderline personality dis-
order, but we’d never diagnose a personality disorder when a major mental diagnosis
was available.

Symptoms that were present much of the time would qualify Honey for CD. She
had many mood swings; only infrequently was her mood neither high nor low. The only
specifier allowed with CD, with anxious distress, didn’t to me seem relevant to Honey’s
symptoms. With a GAF score of 70 on admission and 90 at follow-up, her diagnosis
would be simple:

F34.0 [301.13] Cyclothymic disorder

N94.3 [625.4] Premenstrual Dysphoric Disorder

A long history of disagreement over the reality of premenstrual dysphoria caused it to
languish in the appendices of earlier DSM editions. At last, enough research has been
published to bring it forth from the shadows.

Premenstrual symptoms to one degree or another affect about 20% of women of
reproductive age. The severe form, premenstrual dysphoric disorder (PDD), affects up
to 7% of women, often beginning in the teenage years. Throughout their reproductive
years, these symptoms appear for perhaps a week out of each menstrual cycle. These
women complain of varying degrees of dysphoric mood, fatigue, and physical symptoms
that include sensitivity of breasts, weight gain, and abdominal swelling. Differentiation
from major depressive episode and dysthymia relies principally on timing and duration.

The consequences of PDD can be serious: Such a patient could experience mood
symptoms during an accumulated 8 years of her reproductive life. Some patients may
be unaware how markedly their anger and other negative moods affect those around
them, and many suffer from severe depression; perhaps 15% attempt suicide. Yet the
typical patient doesn’t receive treatment until she is 30, sometimes even later. Symp-
toms may be worse for older women, though menopause offers a natural endpoint (dura-
tion is sometimes extended by hormone replacement therapy). Overall, this condition
ranks high among the seriously underdiagnosed mental disorders.

Risk factors for PDD include excessive weight, stress, and trauma (including a his-
tory of abuse); there appears to be a robust genetic component. Comorbid are anxiety
disorders and other mood disorders, including bipolar conditions.
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Dating as far back as 1944—the term premenstrual tension dates at least to 1928—the
premenstrual syndrome (PMS) has had a long and tempestuous life. It's dismissed by
many as pejorative, ridiculed by would-be comics, and disparaged even by some of those
who practice gender politics. It should come as no surprise that it has been so ill received;
as disorders go, PMS is remarkably vague and variously defined.

All told, PMS encompasses over a hundred possible symptoms, with no minimum
number and no specific symptoms required; it’s all anecdotal. Here are just a few: fluid
retention (the symptom most often reported), especially in breasts and abdomen; craving
for sweet or salty foods; muscle aches/pains, fatigue, irritability, tension, acne, anxiety,
constipation or diarrhea, and insomnia; a change in sex drive; and feeling sad or moody or
out of control. Most women will occasionally have one or two of these symptoms around
the time of their periods—these symptoms are so common that, individually, they may
be considered physiological rather than pathological. This fact causes some people to
blame all such symptoms on PMS (it hardly ever goes by its full, nonabbreviated name); all
women are in effect tarred with the same brush, when it is of crucial importance to note
the exact symptoms, their timing, and their intensity.

Again, the critical difference is the presence of mood symptoms in PDD.

Essential Features of Premenstrual Dysphoric Disorder

For a few days before menstruating, a patient experiences pronounced mood shifts,
depression, anxiety, anger, or other expressions of dysphoria. She will also admit
to typical symptoms of depression, including trouble concentrating, loss of interest,
fatigue, feeling out of control, and changes in appetite or sleep. She may have physi-
cal symptoms such as sensitivity of breasts, muscle pain, weight gain, and a sensa-
tion of abdominal distention. Shortly after menstruation begins, she snaps back to
normal.

The Fine Print

The D’s: e Duration (for several days around menstrual periods, for most cycles during
the past year) e Distress or disability (social, occupational, or personal impairment)
e Differential diagnosis (substance use—including hormone replacement therapy;
physical disorders; major depressive disorder or dysthymia; ordinary grief/sadness)

Coding Note

DSM-5 says that the diagnosis can only be stated as (provisional) until you've obtained
prospective ratings of two menstrual cycles. What you as a clinician decide to do with
this is, of course, your business.
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Amy Jernigan

“Look, I don’t need you to tell me what’s wrong. I know what’s wrong. I just need you
to fix it.” One ankle crossed over the other, Amy Jernigan slouched in the consultation
chair and gazed steadily at her clinician. “T brought a list of my symptoms, just so there
won't be any confusion.” She unfolded a half-sheet of embossed stationery.

“Tt always starts out 4 or 5 days before my period,” she recited. “T begin by feeling
uptight, like I'm waiting to take an exam I haven’t studied for. Then, after a day or two,
depression sets in and I just want to cry.” She looked up and smiled. “You won't catch
me doing that now—I'm always just fine after my period starts.”

Still in her early 20s, Amy had graduated from a college near her home in the Deep
South. Now, while waiting for her novel to sell, she did research for a political blogger.
With another glance at the paper, she continued. “But before, I'm depressed, cranky,
lazy as a hound dog in August, and I don't really give a shit about anything.”

Amy’s mother, an antifeminist who'd campaigned against the Equal Rights Amend-
ment, had refused to validate Amy’s premenstrual symptoms, though she might have
had them herself. Amy’s problems had begun in her early teens, almost from the time
of her first period. “I'd be so pissed off, I'd drive away all my friends. Fortunately, I'm
pretty outgoing, so they didn't—dont—stay lost for long. But reliably every month, my
breasts get so sensitive they could read Braille. Then I know I'd better put a lock on my
tongue, or the next week I'll be buying beers for everyone I know.”

Amy tucked her list into her back pocket and sat up straight. “I hate being the
feminist with PMS—I feel like a walking cliché.”

Discussion of Amy Jernigan

As Amy said, she didn’t need much discussion about what was wrong, though she didn’t
have her terms quite right. Her list of symptoms—depression, irritability, and ten-
sion (criterion B) and breast tenderness, lethargy, and loss of interest (C)—exceeds the
requirement for a total of five or more. Amy herself indicated just how debilitating she
considered the symptoms to be (D). The recurrence, the timing, and the absence of
symptoms at times other than before her menses (A) complete a pretty airtight case.
The duration of her low moods was too brief for either a major depressive episode or
dysthymia (E). Of course, the usual investigation must be made to rule out any linger-
ing thoughts that her symptoms could be due to substance use or another medical
condition (E). I should note that, in the absence of a couple of months of prospective
symptom recording, Amy’s clinician needs to be extra careful to rule out major depres-
sive disorder. It is awfully easy to ignore depressive symptoms that occur at other times
of the month.

Amy’s clinician would have to assess her mood through two subsequent periods to
comply with criterion F. When she was ill, her GAF score would be 60, and her diag-
nosis should be as follows:

N94.3 [625.4] Premenstrual dysphoric disorder (provisional)
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The demand for prospective data before a definitive diagnosis can be made is unique
in DSM-5, and has never been required in a prior edition of the DSM. The rationale is to
ensure that the diagnosis is made with the best data possible; the fact that such a step is
not required for more diagnoses may be a nod to the realities of clinical practice. Even so,
we may have just experienced the first breeze of a gathering storm.

F34.8 [296.99] Disruptive Mood Dysregulation Disorder

New in DSM-5, disruptive mood dysregulation disorder (DMDD) showcases extremes
of childhood. Most kids fight among themselves, but DMDD broadens the scope and
intensity of battle. Minor provocations (insufficient cheese in a sandwich, a favorite
shirt in the wash) can provoke these children to fly completely off the handle. In a burst
of temper, they may threaten or bully siblings (and parents). Some may refuse to com-
ply with chores, homework, or even basic hygiene. These outbursts occur every couple
of days on average, and between them, the child’s mood is persistently negative—
depressed, angry, or irritable.

Their behavior places these children at enormous social, educational, and emo-
tional disadvantage. Low assessments of functioning reflect the trouble they have inter-
acting with peers, teachers, and relatives. They require constant attention from parents,
and if they go to school at all, sometimes they need minders to ensure their own safety
and that of others. Some suffer such intense rage that those about them actually fear for
their lives. Even relatively mild symptoms may cause children to forgo many normal
childhood experiences, such as play dates and party invitations. In one sample, a third
had been hospitalized.

Perhaps as many as 80% of children with DM DD will also meet criteria for opposi-
tional defiant disorder, in which case you would only diagnose DMDD. The diagnosis is
more common in boys than in girls, placing it at odds with most other mood disorders,
though right in line with most other childhood disorders. Although the official DSM-5
criteria remind us not to make the diagnosis prior to age 6, limited studies find that it
is most common in preschool children. And it needs to be discriminated from teenage
rebellion—the teens are a transitional period where mood symptoms are common.

The question has been asked: Why was DMDD not included in the same chapter
with the disruptive, impulse-control, and conduct disorders? Of course, the original
impetus was to give clinicians a mood-related alternative to bipolar I disorder. How-
ever, the prominent feature of persistently depressed (or irritable) behavior throughout
the course of illness seems reason enough for placement with other mood disorders.

Partly because this diagnosis is intended for children, but mainly because I'm
really worried about the validity of a newly concocted, poorly studied formulation (see
the sidebar below), I'll not provide a vignette or further discussion at this time. At the
same time, I'm really, really worried about all those kids who are being lumbered with
a diagnosis of bipolar disorder, with attendant drug treatment.
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How many disorders can you name that originated in an uncomfortable bulge in the num-
ber of patients being diagnosed with something else? | can think of exactly one, and here
is how it came about.

Beginning in the mid-1990s, a few prominent American psychiatrists sufficiently
relaxed the criteria for bipolar disorder to allow that diagnosis in children whose irritability
was chronic, not episodic. Subsequently, the number of childhood bipolar diagnoses bal-
looned. Many other experts howled at what they perceived to be a subversion of the bipolar
criteria; thus were drawn the battle lines for diagnostic war.

In aggregate, a number of features seem to set these youngsters well apart from
traditional patients with bipolar disorder: (1) Limited follow-up studies find some increase
in depression, not mania, in these children as they mature. (2) Family history studies find
no excess of bipolar disorder in relatives of these patients. (3) The sex ratio is about 2:1
in favor of boys, which is disparate with the 1:1 ratio for bipolar disorder in older patients.
(4) Studies of pathophysiology suggest that brain mechanisms may differentiate the two
conditions. (5) The diagnosis of childhood bipolar disorder has been made far more often
in the United States than elsewhere in the world. (6) Follow-up studies find far more manic
or hypomanic episodes in children with bipolar disorder diagnosed according to traditional
criteria than in those whose principal issue was with severe mood dysregulation.

The epic internecine battle among American mental health professionals has been
chronicled in a 2008 Frontline program (“The Bipolar Child”) on PBS and in a New York
Times Magazine article by Jennifer Egan (“The Bipolar Puzzle,” September 12, 2008). The
dispute continues; meanwhile, the DMDD category was crafted to capture more accurately
the pathology of severely irritable children. The DSM-5 committee struggled to differenti-
ate the two conditions, and | suspect that the struggles have only just begun.

Essential Features of Disruptive Mood Dysregulation Disorder

For at least a year, several times a week, on slight provocation a child has severe
tantrums—screaming or actually attacking someone (or something)—that are inappro-
priate for the patient’s age and stage of development. Between outbursts, the child
seems mostly angry, grumpy, or sad. The attacks and intervening moods occur across
multiple settings (home, school, with friends). These patients have no manic episodes.

The Fine Print

Delve into the D’s: e Duration and demographics (1+ years, and never absent longer
than 3 months, starting before age 10; the diagnosis can only be made from age 6
through 17) e Distress or disability (symptoms are severe in at least one setting—
home, school, with other kids—and present in other settings) ¢ Differential diagnosis
(substance use and physical disorders, major depressive disorder, bipolar disorders,
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oppositional defiant disorder, attention-deficit/hyperactivity disorder, behavioral
outbursts consistent with developmental age)

Induced Mood Disorders
Substance/Medication-Induced Mood Disorders

Substance use is an especially common cause of mood disorder. Intoxication with
cocaine or amphetamines can precipitate manic symptoms, and depression can result
from withdrawal from cocaine, amphetamines, alcohol, or barbiturates. Note that for the
diagnosis to be tenable, it must develop in close proximity to an episode of intoxication or
withdrawal from the substance, which must in turn be capable of causing the symptoms.

Obviously, depression can occur with the misuse of alcohol and street drugs. (As
DSM-5 notes, 40% or so of individuals with alcohol use disorder have depressive epi-
sodes, of which perhaps half are alcohol-induced, non-independent events.) However,
even health care professionals can fail to recognize mood disorders caused by medica-
tions (see p. 643). That's why the case of Erin Finn below is a cautionary tale, probably
encountered every working day in clinicians’ offices around the world.

Essential Features of Substance/Medication-Induced
Depressive Disorder

The use of some substance appears to have caused a patient to experience marked,
persistent depressed mood or loss of interest in usual activities.

The Fine Print
For tips on identifying substance-related causation, see sidebar, page 95.

The D’s: o Distress or disability (work/educational, social, or personal impairment) e
Differential diagnosis (physical disorders, other depressive disorders, “ordinary” sub-
stance intoxication or withdrawal, delirium)

Coding Notes
Specify if:

With onset during {intoxication{withdrawal}. This gets tacked on at the end of
your string of words.

With onset after medication use. You can use this in addition to other specifiers.
See sidebar, page 94.

Code depending on whether there is evidence that supports a mild or moderate/
severe substance use disorder (see Tables 15.2 and 15.3 in Chapter 15).
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Essential Features of Substance/Medication-Induced Bipolar
and Related Disorder

The use of some substance appears to have caused a mood that is euphoric or irri-
table.

The Fine Print

For tips on identifying substance-related causation, see sidebar, page 95.

The D's: o Distress or disability (work/educational, social, or personal impairment) e
Differential diagnosis (physical disorders, other bipolar disorders, schizoaffective dis-
order, "ordinary” substance intoxication or withdrawal, delirium)

Coding Notes

With onset during {intoxication{withdrawal}. This gets tacked on at the end of
your string of words.

With onset after medication use. You can use this in addition to other specifiers.
See sidebar, page 94.

Code depending on whether there is evidence that supports a mild or moderate/
severe substance use disorder (see Tables 15.2 and 15.3 in Chapter 15).

Erin Finn

Erin Finn came to the clinic straight from her job as media specialist at a political
campaign. She'd taken part in her state’s screening program for hepatitis C, which tar-
geted people in her age group—reared before routine testing of the blood supply had
reduced the incidence of the disease. Her test had come back positive. When the RNA
polymerase test revealed a viral load, she’d agreed to a trial of interferon. “I sometimes
feel tired, but I've had no other symptoms,” she’d told her doctor.

Though solidly middle-class and conservatively dressed, Erin had actually had
a number of possible exposures to hepatitis C. The most likely was a years-ago blood
transfusion, but she’d also “had a wild-ish youth, experimented with injectable drugs a
few times, even got a tattoo. It's more or less discreet—the tattoo, I mean.”

Within a few days of starting the medication, she’d begun to complain of feeling
depressed, first mildly, then increasing day by day. “It felt worse than that day last year
when we thought we’d lost in the primary election,” she told the interviewer. “It’s been
a horrible combination of sleeping poorly at night and never completely waking up dur-
ing the day. And feeling draggy, and tired, and . . . ” She groped for words while fiddling
with the two campaign buttons pinned to her coat.

Originally hired to do data entry, Erin had been promoted to write campaign
materials for brochures and television. But because she was depressed most of the day,
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her inability to concentrate had resulted in mistakes. “I'm a crap worker,” she said,
“always making simple mistakes in grammar and spelling. It'll be my fault if we lose in
November.”

After amoment, she added, “But I'm not suicidal, I'm not that dumb. Or desperate.
But some days, I just wish I was dead.” She thought for a moment. “Were dead!” she
corrected herself. “And my boyfriend tells me I'm useless in bed. Along with everything
else, I just don’t seem to care about that any more, either.”

Erin subsequently stopped the interferon, and her mood and other symptoms
gradually returned to normal. “So the doctor thought I ought to try the interferon
again, as a sort of challenge. At first, I said that was a total nonstarter! But then I got to
worrying some more about cirrhosis, and thought I'd give it another shot. So to speak.”

She shrugged as she rolled up her sleeve. “I guess hepatitis treatment has a lot in
common with politics—neither of them’s bean-bag.”

Evaluation of Erin Finn

Erin’s symptoms would rate her a diagnosis of (relatively mild) major depressive epi-
sode, even leaving out the fatigue (which we won't count because it antedated her use of
interferon). Even without all those depressive symptoms, the mere fact of having such
a pronounced low mood would fulfill the requirement for medication-induced depres-
sive disorder criterion A. The timing was right (B1), and interferon is well known to
produce depressive symptoms in a sizeable number of patients (though more often in
those who have had previous mood episodes—B2). And, although it was hardly a con-
trolled experiment, her depressive symptoms did clear up right away, once she stopped
the interferon. DSM-5 doesn’t specify a challenge test (sometimes such a test is inad-
visable), but a return of Erin’s depressive symptoms after she resumed the medication
would forge the final cause-and-effect link.

OK, so we should consider other possible causes of her depression (criteria C and
D). I'll leave that as an exercise for the reader. As for criterion E (distress and disability),
res ipsa loquitur. When we turn to Table 15.2 in Chapter 15 for ICD-10 coding, her
substance was “Other” (F19), and she had obviously used it only as prescribed, so there
was no use disorder. Cross-indexing with the mood disorder column yields F19.94. The
ICD-9 code comes from Table 15.3. T would give her GAF score as 55 on admission,
90 at discharge.

F19.94 [292.84] Interferon-induced depressive disorder, with onset after
medication use
B18.2 [070.54] Chronic hepatitis C

Mood Disorders Due to Another Medical Condition

Many medical conditions can cause depressive or bipolar symptoms, and it is vital
always to consider physical etiologies when evaluating a mood disorder. This is not



154

MOOD DISORDERS

only because they are treatable; with today’s therapeutic options, most mood disorders
are highly treatable. It is because some of the general medical conditions, if left inade-
quately treated too long, themselves have serious consequences—including death. And
there are not a few that can cause manic symptoms. I've mentioned some of these in the
“Physical Disorders That Affect Mental Diagnosis” table in the Appendix, though that
table is by no means comprehensive.

Note this really important requirement: The medical condition has to have been
the direct, physiological cause of the bipolar or depressive symptoms. Psychological
causation (for instance, the patient feels understandably terrible upon being told “it’s
cancer’ ) doesn’t count, except as the possible precipitant for an adjustment disorder.

The vignette of Lisa Voorhees below illustrates the importance of keeping in mind
that medical conditions can cause mood disorders.

Essential Features of Depressive Disorder Due to Another
Medical Condition

A physical medical condition appears to have caused a patient to experience a mark-
edly depressed mood or loss of interest or pleasure in most activities.

The Fine Print

For pointers on deciding when a physical condition may have caused a mental disor-
der, see sidebar, page 97.

The D’s: e Duration (none stated, though it would not be fleeting) e Distress or dis-
ability (work/educational, social, or personal impairment) e Differential diagnosis
(substance use disorders, other depressive disorders, delirium)

Coding Notes
Specify:

F06.31 [293.83] With depressive features. You cannot identify full symptomatic
criteria for a major depressive episode.

F06.32 [293.83] With major depressive-like episode. You can.

F06.34 [293.83] With mixed features. Manic or hypomanic symptoms are evident
but not predominant over the depressive symptomes.

It is only with DSM-5 that criteria have been written specifically differentiating medically
induced bipolar from medically induced depressive disorders. What if you can’t tell? Some
mood disorders, in their early stages, may be too indistinct to call. You might then be
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reduced to diagnosing mood disorder due to a medical condition (F06.30) or substance-
induced mood disorder (F19.94).

Essential Features of Bipolar and Related Disorder Due to Another
Medical Condition

A physical medical condition appears to have caused a patient to experience both an
elevated (or irritable) mood and an atypical increase in energy or activity, though full
manic episode symptoms may not be present.

The Fine Print

For pointers on deciding when a physical condition may have caused a mental disor-
der, see sidebar, page 97.

The D’s: e Duration (none stated, though it would not be fleeting) e Distress or dis-
ability (work/educational, social, or personal impairment) e Differential diagnosis
(substance use disorders, other bipolar disorders, other mental disorders, delirium)

Coding Notes
Specify:

F06.33 [293.83] With manic- or hypomanic-like episode. You can identify full
symptomatic criteria for mania or hypomania.

F06.33 [293.83] With manic features. Full mania or hypomania criteria are not
met.

F06.34 [293.83] With mixed features. Depressive symptoms are evident but not
predominant over the manic symptoms.

Lisa Voorhees

By the time she arrived at the mental health clinic, Lisa Voorhees had already seen
three doctors. Each of them had thought that her problems were entirely mental.
Although she had “been 39 for several years,” she was slender and smart, and she knew
that she was attractive to men.

She intended to stay that way. Her job as personal secretary to the chairman of the
department of English and literature at a large Midwestern university introduced her
to a lot of eligible males. And that was where Lisa first noticed the problem that made
her think she was losing her mind.

“It was this gorgeous assistant professor of Romance languages,” she told the inter-
viewer. “He was always in and out of the office, and I'd done everything short of sexual
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harassment to get him to notice me. Then one day last spring, he asked me out to dinner
and a show. And I turned him down! I just wasn't interested. It was as if my sex drive
had gone on sabbatical!”

For several weeks she continued to feel uninterested in men, and then one morn-
ing she “woke up next to some odious creep from the provost’s office” she’d been avoid-
ing for months. She felt disgusted with herself, but they had sex again anyway, before
she kicked him out.

For the next several months, Lisa’s sexual appetite would suddenly change every
2 or 3 weeks. Privately, she had begun to call it “The Turn of the Screw.” During her
active phase, she felt airy and light, and could pound away on her computer 12 hours a
day. But the rest of the time, nothing pleased her. She was depressed and grouchy at the
office, slept badly (and alone), and joked that her keyboard and mouse were conspiring
to make her feel clumsy.

Even Lisa’s wrists felt weak. She had bought a wrist rest to use when she was
typing, and that helped for a while. But she could find neither splint nor tonic for the
fluctuations of her sex drive. One doctor told her it was “the change” and prescribed
estrogen; another diagnosed “manic—depression” and offered lithium. A third sug-
gested pastoral counseling, but instead she had come to the clinic.

In frustration, Lisa arose from her chair and paced to the window and back.

“Wait a minute—do that again,” the interviewer ordered.

“Do what? All T did was walk across the room.”

“I know. How long have you had that limp?”

“T don’t know. Not long, I guess. What with the other problems, I hardly noticed.
Does it matter?”

It proved to be the key. Three visits to a neurologist, some X-rays, and an MRI
later, Lisa’s diagnosis was multiple sclerosis. The neurologist explained that multiple
sclerosis sometimes caused mood swings; treatment for it was instituted, and Lisa was
referred back to the mental health clinic for psychotherapy.

Evaluation of Lisa Voorhees

On paper, the various criteria sets make reasonably clear-cut the differences between
mood disorders with “emotional” causes and those caused by general medical condi-
tions or substance use. In practice, it isn’t always obvious.

Lisa’s mood symptoms alternated between periods of highs and lows. Although
they lasted 2 weeks or longer, none of these extremes was severe enough to qualify as
a manic, hypomanic, or major depressive episode. The depressed period was too brief
for dysthymia; the whole episode had not lasted long enough for cyclothymic disorder;
and there was no evidence of a substance-induced mood disorder.

Depressive (or bipolar) disorder due to another medical condition must fulfill
two important criteria. The first is that symptoms must be directly produced by physi-
ological mechanisms of the illness itself, not simply by an emotional reaction to having
the illness. For example, patients with cancer of the head of the pancreas are known to
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have a special risk of depression, which doesn’t occur just as a reaction to the news or
continuing stress of having a serious medical problem.

Several lines of evidence could bear on a causal relationship between a medical
condition and mood symptoms. A connection may exist if the mood disorder is more
severe than the general medical symptoms seem to warrant or than the psychological
impact would be on most people. However, such a connection would not be presumed
if the mood symptoms begin before the patient learns of the general medical condition.
Similar mood symptoms developing upon the disclosure of a different medical problem
would argue against a diagnosis of either bipolar or depressive disorder due to another
medical condition. By contrast, arguing for a connection would be clinical features
different from those usual for a primary mood disorder (such as atypical age of onset).
None of these conditions obtained in the case of Lisa Voorhees.

A known pathological mechanism that can explain the development of the mood
symptoms in physiological terms obviously argues strongly in favor of a causal relation-
ship. Multiple sclerosis, affecting many areas of the brain, would appear to satisfy this
criterion. A high percentage of patients with multiple sclerosis have reported mood
swings. Periods of euphoria have also been reported in these patients; anxiety may be
more common still.

Many other medical conditions can cause depression. Endocrine disorders are
important causes: Hypothyroidism and hypoadrenocorticalism are associated with
depressive symptoms, whereas hyperthyroidism and hyperadrenocorticalism are linked
with manic or hypomanic symptoms. Infectious diseases can cause depressive symp-
toms (many otherwise normal people have noted lassitude and low mood when suffer-
ing from a bout of the flu; Lyme disease has been getting a lot of attention recently).
Space-occupying lesions of the brain (tumors and abscesses) have also been associated
with depressive symptoms, as have vitamin deficiencies. Finally, about one-third of
patients with Alzheimer’s disease, Huntington’s disease, and stroke may develop seri-
ous depressive symptoms.

The second major criterion for a mood disorder due to another medical condition is
that the mood symptoms must not occur only during the course of a delirium. Delirious
patients can have difficulties with memory, concentration, lack of interest, episodes of
tearfulness, and frank depression that closely resemble major depressive disorder. Lisa
presented no evidence that suggested delirium.

As to the specifier, we could choose between with manic features and with mixed
features (see Essential Features, above). At different times, Lisa had both extremes of
mood; neither predominated, so I'd go with . . . well, see below, along with a GAF score
of 70. The code and name of the general medical condition would be included, as fol-
lows, with the name of the medical condition:

F06.34 [293.83] Bipolar disorder due to multiple sclerosis, with mixed
features

G35 [340] Multiple sclerosis
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Modifiers of Mood Diagnoses

Table 3.3 (on p. 168) shows at a glance when and how to apply each of the modifiers of
mood disorders covered below.

Severity and Remission
Severity Codes

Neither major depressive episode, manic episode, nor hypomanic episode is codable
(stop me if you've heard this before). Instead, we use each as the basis for other diag-
noses. However, they do have severity codes attached to them, and the same sever-
ity codes are used for major depressive and manic episodes. Use these codes for the
current or most recent major depressive episode in major depressive, bipolar I, or
bipolar IT disorders, or the current or most recent manic episode in the two bipolar
disorders. (Hypomanic episode is by definition relatively mild, so it gets no severity
specifier.)
The basic severity codes for manic and major depressive episodes are these:

Mild. Symptoms barely fulfill the criteria and result in little distress or interfer-
ence with the patient’s ability to work, study, or socialize.

Moderate. Intermediate between mild and severe.

Severe. There are several symptoms more than the minimum for diagnosis, and
they markedly interfere with patient’s work, social, or personal functioning.

Remission Codes

The majority of patients with bipolar disorders recover completely between episodes
(and most of them will have subsequent episodes). Still, up to a third of patients with
bipolar I do not recover completely. The figures for patients with major depressive dis-
order are not quite so grim. Following are two specifiers for current status of both
these disorders, as well as bipolar IT disorder and persistent depressive disorder (aka
dysthymia).

In partial remission. A patient who formerly met full criteria and now either (1)
has fewer than the required number of symptoms or (2) has had no symptoms at
all, but for under 2 months.

In full remission. For at least 2 months, the patient has had no important symp-
toms of the mood episode.
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Specifiers That Describe the Most Recent Mood Episode

The episode specifiers describe features of the patient’s current or most recent episode
of illness. No additional code number is assigned for these features; you just write out
the verbiage. Again, Table 3.3 shows at a glance when you can use each of the following
special qualifiers.

With Anxious Distress

Patients with bipolar I, bipolar IT, cyclothymic, major depressive, or persistent depres-
sive disorder may experience symptoms of high anxiety. These patients may have a
greater than average potential for suicide and for chronicity of illness.

Essential Features of With Anxious Distress

During a major depressive/manic/hypomanic episode or dysthymia, the patient feels
notably edgy or tense, and may be extra restless. Typically, it is hard to focus atten-
tion because of worries—"Something terrible could happen,” or “I could lose control
and [fill in the awful consequence] ... "

Coding Notes

Specify severity: mild (2 symptoms of anxious distress), moderate (3 symptoms), mod-
erate—severe (4-5 symptoms), severe (4-5 symptoms plus physical agitation)

See Table 3.3 for application.

There’s something kind of funny here. We’ve been given a mood specifier that has its own
severity scale, derived (as are manic and major depressive episodes) by counting symp-
toms. If there’s any other place in DSM-5 where it’s possible to have two separate severity
ratings in the same diagnosis, | don’t recall it. (Other specifiers have several symptoms to
count; for example, why don’t we also rate severity of with melancholic features?) Further-
more, it is at least theoretically possible for a patient to have mild depression with severe
anxious distress. Of course, you can rate each part independently, but it could be confus-
ing and it sounds a little silly. My approach would be to focus on the severity of the mood
episode. The specifier will probably get along just fine on its own.
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With Atypical Features

Not all seriously depressed patients have the classic vegetative symptoms typical of
melancholia (see below). Patients who have atypical features seem almost the reverse:
Instead of sleeping and eating too little, they sleep and eat too much. This pattern
is especially common among younger (teenage and college-age) patients. Indeed, it is
common enough that it might better be called nonclassic depression.

Two reasons make it important to specify with atypical features. First, because
such patients” symptoms often include anxiety and sensitivity to rejection, they risk
being mislabeled as having an anxiety disorder or a personality disorder. Second, they
may respond differently to treatment than do patients with melancholic features. Atypi-
cal patients may respond to specific antidepressants (monoamine oxidase inhibitors),
and may also show a favorable response to bright light therapy for seasonal (winter)
depression.

Iris McMaster’s bipolar II disorder included atypical features (p. 136).

Essential Features of With Atypical Features

A patient experiencing a major depressive episode feels better when something
good happens (“mood reactivity,” which obtains whether the patient is depressed or
well). The patient also has other atypical symptoms: an increase in appetite or weight
(the classic depressed patient reports a decrease), excessive sleeping (as opposed to
insomnia), a feeling of being sluggish or paralyzed, and long-existing (not just when
depressed) sensitivity to rejection.

The Fine Print

The with atypical features specifier cannot be used if your patient also has melancho-
lia or catatonic features. See Table 3.3 for application.

With Catatonia

The catatonia specifier, first mentioned in Chapter 2 in association with the psychotic
disorders (p. 100), can be applied to manic and major depressive (but not hypomanic)
episodes of mood disorders as well. The definitions of the various terms are given in the
sidebar on page 101. When you use it, you have to add a line of extra code after listing
and coding the other mental disorder:

F06.1 [293.89] Catatonia associated with [state the mental disorder]

I've given an example in the case of Edward Clapham (p. 102).
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With Melancholic Features

The with melancholic features specifier refers to the classical “vegetative” symptoms
of severe depression and a negative view of the world. Melancholic patients awaken
too early in the morning, feeling worse than they do later in the day. They also have
reduced appetite and lose weight. They take little pleasure in their usual activities
(including sex) and are not cheered by the presence of people whose company they
normally enjoy. This loss of pleasure is not merely relative, but total or nearly so. Brian
Murphy (p. 124) is an example of such a patient; Noah Sanders (p. 141) is another.

Melancholic features are especially common among patients who first develop
severe depression in midlife. This condition used to be called involutional melancholia,
from the observation that it seemed to occur in patients who were in middle to old age
(life’s so-called “involutional” period). However, it is now recognized that melancholic
features can affect patients of any age; they are especially likely to occur in psychotic
depressions. Depression with melancholia usually responds well to somatic treatments
such as antidepressant medication and ECT. Contrast this picture with that given for
with atypical features (see above).

Again, see Table 3.3 for details of when to apply this specifier.

Essential Features of With Melancholic Features

In the depths of a major depressive episode, the patient cannot find pleasure in accus-
tomed activities or feels no better if something good happens (OK, could be both).
Such a patient also experiences some of these: a mood more deeply depressed than
what you'd expect during bereavement; diurnal variation of mood (more depressed
in the morning); terminal insomnia (awakening at least 2 hours early); change in
psychomotor activity (sometimes agitated, more often slowed down); marked loss of
appetite or weight; and guilt feelings that are unwarranted or excessive. This form of
depression is extremely severe and can border on psychosis.

Coding Notes

You can apply this specifier to a major depressive episode, wherever it occurs: major
depressive disorder (single episode or recurrent), bipolar | or Il disorder, or persistent
depressive disorder. See Table 3.3.

With Mixed Features

In 1921, Emil Kraepelin first described mixed forms of mania and depression. DSM-TV
and its predecessors included a mixed episode among the mood disorders. Now that
it’s been retired, DSM-5 offers a with mixed features specifier to use with patients who
within the same time frame have symptoms of depression and mania (or hypomania).
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The features of the two opposite poles occur more or less at the same time, though some
patients experience the gradual introduction (then fading away) of, say, depression into
a manic episode.

However, researchers are only just ascertaining the degree to which such a patient
differs from someone with “pure” episodic mania or depression. Patients who have
mixed features appear to have more total episodes and more depressive episodes, and
remain ill longer. They may tend to have more comorbid mental illness and greater
suicide risk. Their work is more likely to be impaired. Patients with major depressive
disorder who have mixed features are especially likely to develop a bipolar disorder in
the future.

Despite this attention, we’ll probably continue to use the with mixed features spec-
ifier less often than could be justified. Several studies suggest that a third or more of
bipolar patients have at least one episode with mixed symptoms; some reports suggest
that mixed mood states are more frequent in women than in men.

You can apply this specifier to episodes of major depression, mania, and hypomania
(see Table 3.3). Because of the greater impairment and overall severity of mania symp-
toms, if you have a patient who meets full criteria for both mania and major depression,
you should probably go with the diagnosis of bipolar I disorder with mixed features,
rather than major depressive disorder with mixed features. Winona Fisk (p. 133) had
bipolar I disorder with mixed features.

The criteria for with mixed features omit some of the mood symptoms found in manic and
major depressive episodes. That’s because they might conceivably belong on both lists,
and hence do not indicate a mixed presentation. These symptoms include certain problems
with sleep, appetite/weight, irritability, agitation, and concentration. Note, by the way, that
the patient must meet full criteria for major depressive, manic, or hypomanic episode.

The criteria are silent as to how long each day (or, actually, the majority of days)
the mixed features must be present, and | don’t know of any data that would help us
understand this question better. Right now, even a few minutes a day, repeated day after
day, would seem enough to earn this specifier. Only additional research is going to help
us understand whether that’s a sensible time frame—or too short, or too long. Right now,
that picture is decidedly mixed.

Essential Features of With Mixed Features
Here, there are two ways to go.

A patient with a manic or hypomanic episode also has some noticeable symp-
toms of depression most days: depressed mood, low interest or pleasure in
activities, an activity level that is speeded up or slowed down, feeling tired,
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feeling worthless or guilty, and repeated thoughts about death or suicide.
(See Coding Note.)

A patient with major depressive episode also has some noticeable symptoms
of mania most days: heightened mood, grandiosity, increased talkative-
ness, flight of ideas, increased energy level, poor judgment (such as exces-
sive spending, sexual adventures, imprudent financial speculations), and
reduced need for sleep.

The Fine Print

The D: o Differential diagnosis (physical disorders, substance use disorders)

Coding Note

The impairment and severity of full-blown mania suggest that patients who simulta-
neously meet full episode criteria for both manic and depressive episodes should be
recorded as having manic episode, with mixed features.

With Peripartum Onset

Over half of all women have “baby blues” after giving birth: They may feel sad and anx-
ious, cry, complain of poor attention, and have trouble sleeping. This lasts a week or two
and is usually of little consequence. But about 10% of women have enough symptoms
to be diagnosed as having a depressive disorder; these people often have a personal his-
tory of mental disorder. An episode of hypomania may be especially likely after child-
birth. Only about 2 out of 1,000 new mothers actually become psychotic.

The with peripartum onset specifier has the briefest Essential Features in this
book. Though Elisabeth Jacks had a manic episode after giving birth (see p. 131), a
major depressive episode would be much the more common response. With peripartum
onset can apply to bipolar I and bipolar II disorders, to either type of major depressive
disorder, or to brief psychotic disorder (see Table 3.3 for all applications except to brief
psychotic disorder).

Essential Features of With Peripartum Onset
A female patient’s mood disorder starts during pregnancy or within a month of giv-

ing birth.

Coding Notes
See Table 3.3 for application.
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In the mood disorders, it’s called with peripartum onset. However, when it occurs with brief
psychotic disorder, it’s called with postpartum onset, even though it’s described there as
occurring “during pregnancy or within 4 weeks postpartum.” This is just one more little
glitch that will probably get sorted out, by and by. Use it either way in any context, and
you're still likely to be understood.

With Psychotic Features

Irrespective of the severity rating, some patients with manic or major depressive epi-
sodes will have delusions or hallucinations. (Of course, most of these patients you
will have rated as being severely ill, but it is at least theoretically possible that some-
one could have just a few symptoms—including psychosis—that for whatever reason
havent hugely inconvenienced them.) Around half of patients with bipolar I disorder
will have psychotic symptoms; far fewer patients with major depressive disorder will
be psychotic.

Psychotic symptoms may be mood-congruent or mood-incongruent. Specify, if
possible:

With mood-congruent psychotic features. The content of the patient’s delusions
or hallucinations is completely in accord with the usual themes of the relevant
mood episode. For major depression, these include death, disease, guilt, delusions
of nihilism (nothingness), personal inadequacy, or punishment that is deserved; for
mania, they include exaggerated ideas of identity, knowledge, power, self-worth, or
relationship to God or someone else famous.

With mood-incongruent psychotic features. The content of the patient’s delusions
or hallucinations is not in accord with the usual themes of the mood episode. For
both mania and major depression, these include delusions of persecution, control,
thought broadcasting, and thought insertion.

Essential Features of With Psychotic Features

The patient has hallucinations or delusions.

Coding Notes
Specify, if possible:

With mood-congruent psychotic features. The psychotic symptoms match what
you'd expect from the basic manic or depressive mood (see above).
With mood-incongruent psychotic features. They don’t match.
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Specifiers That Describe Episode Patterns

Two specifiers describe the frequency or timing of mood episodes. Their appropriate
uses are summarized below in Table 3.3, as are those for the other types of specifiers.

With Rapid Cycling

Typically, the bipolar disorders follow a more or less indolent course: a number of
months (perhaps 3-9) of depression, followed by somewhat fewer months of mania or
hypomania. Other than their number, the individual episodes meet full criteria for
major depressive, manic, or hypomanic episodes. As patients age, the entire cycle tends
to speed up, but most patients have no more than one up-and-down cycle per year, even
after five or more complete cycles. Some patients, however, especially women, cycle
much more rapidly than this: They may go from mania to depression to mania again
within a few weeks. (Their symptoms meet full mood episode requirements—that’s
how they differ from cyclothymic disorder.)

Recent research suggests that patients who cycle rapidly are more likely to originate
from higher socioeconomic classes; in addition, a past history of rapid cycling predicts
that this pattern will continue in the future. Rapid cyclers may be more difficult to man-
age with standard maintenance regimens than other patients, and they may have a poorer
overall prognosis. With rapid cycling can apply to bipolar I and bipolar II disorders.

Essential Features of With Rapid Cycling

A patient has four or more episodes per year of major depression, mania, or hypo-
mania.

Coding Notes

To count as a separate episode, an episode must be marked by remission (part or
full) for 2+ months or by a change in polarity (such as from manic to major depres-
sive episode).

With Seasonal Pattern

Here is yet another specifier for mood disorders that has only been recognized in the
last few decades. In the usual pattern, depressive symptoms (these are often also atypi-
cal) appear during fall or winter months and remit in the spring and summer. Patients
with winter depression may report other difficulties, such as pain disorder symptoms
or a craving for carbohydrates, during their depressed phase. Winter depressions occur
more commonly in polar climates, especially in the far North, and younger people may
be more susceptible. With seasonal pattern can apply to bipolar I and bipolar II disor-
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ders and to major depressive disorder, recurrent type. There may also be seasonality
to manic symptoms, although this is far less well established. (Bipolar I patients may
experience the seasonal pattern with one type of episode, not with the other.)

Sal Camozzi’s bipolar II disorder included a seasonal pattern. His history is pre-
sented in Chapter 11 (p. 304).

Essential Features of With Seasonal Pattern

The patient’s mood episodes repeatedly begin (and end) at about the same times of
year. The seasonal episodes have been the only episodes for at least the past 2 years.
Lifelong, seasonal episodes materially outnumber nonseasonal ones

The Fine Print

Disregard examples where there is a clear seasonal cause, such as being laid off every
summer.

Putting It All Together: Coding and Labeling the Mood Disorders

Coding and labeling the mood disorders, especially major depressive disorder and
bipolar I disorder, have always been complex undertakings—and DSM-5 and ICD-10
have further complicated them. Table 3.2 lays out the possible codes for bipolar I and
major depressive disorders. A footnote to this table give two examples of how to label
particular presentations of these disorders.

In addition to the three bipolar types listed in Table 3.2, there is also the possibility of
bipolar I, unspecified type. That’s mainly intended for the folks in the record room when we
neglect to indicate the polarity of the most recent episode. We clinicians should ordinarily
have little occasion to use this code. Because the episode type is unknown, no episode
specifiers can apply.

Table 3.3 (p. 168) summarizes all the descriptors and specifiers that can apply to
mood disorders, and indicates with which disorders each modifier can be used.

DSM-5 doesn’t say that the depression of bipolar Il disorder can have atypical, melan-
cholic, or psychotic features. But neither does it say that it can’t. /say that if you encounter
a patient with bipolar Il disorder who has any of those features, step right up and declare
it. It'll do you a world of good.
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TABLE 3.2. Coding for Bipolar | and Major Depressive Disorders

Bipolar I, current or Major depressive, current or
most recent episode’ most recent episode
Severity Manic Hypomanic Depressed Single Recurrent
Mild? F31.11 [296.41] F31.0 [296.40] | F31.31 [296.51] | F32.0[296.21] | F33.0 [296.31]
Moderate¢ F3112 [206.42] | (Moseverity, mo oo 1006.52] | F32.1 [296.22] | F33.1[296.32]
psychosis for
Severed F31.13 [296.43] | hypomanic episodes) | F31.4 [296.53] | F32.2[296.23] | F33.2 [296.33]
With psychotic | F31.2 [296.44] o F31.5[296.54] | F32.3[296.24] | F33.3 [296.34]
features®
In partial F31.73 [296.45] | F31.71 [296.45] F31.75 [296.55] | F32.4 [296.25] | F33.41
remission/ [296.35]
In full F31.74 [296.46] | F31.72 [296.46] F31.76 [296.56] | F32.5 [296.26] | F33.42
remission# [296.36]
Unspecified F31.9 [296.40)] F31.9[296.50] | F32.9[296.20] | F33.9 [296.30]

Note. Here are two examples of how you put it together: Bipolar I disorder, manic, severe with mood-congruent psychotic
features, with peripartum onset, with mixed features. Major depressive disorder, recurrent, in partial remission, with sea-
sonal pattern. Note the order: name — episode type — severity/psychotic/remission — other specifiers.

“If the bipolar I type isn't specified, code as F31.9 [296.7].

bMild. Meets the minimum of symptoms, which are distressing but interfere minimally with functionality.

“Moderate. Intermediate between mild and severe.

dSevere. Many serious symptoms that profoundly impede patient’s functioning.

¢If psychotic features are present, use these code numbers regardless of severity (it will almost always be severe, anyway).
Record these features as mood-congruent or mood-incongruent (p. 164).

fPartial remission. Symptoms are no longer sufficient to meet criteria.
¢Full remission. For 2 months or more, the patient has been essentially free of symptoms.

Other Specified and Unspecified Mood Disorders
F31.89 [296.89] Other Specified Bipolar and Related Disorder

Use other specified bipolar and related disorder when you want to write down the spe-
cific reason your patient cannot receive a more definite bipolar diagnosis. To prevent
overuse and “medicalization” of the normal ebb and flow of mood, the patient must
have symptoms that dont qualify for a more specific bipolar disorder diagnosis and
that cause distress or interfere with the patient’s normal functioning. DSM-5 gives a
number of examples:

Short-duration hypomanic episodes (2—3 days) and major depressive episodes.
Such a patient will have had at least one fully qualified major depressive episode,
plus at least one episode of hypomania too brief (2—3 days) to justify a diagnosis of
bipolar II disorder. Because the depression and hypomania don’t occur together, a
with mixed features designation wouldn’t be appropriate.
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Hypomanic episodes with insufficient symptoms and major depressive episodes.
Such a patient will have had least one major depressive episode but no actual manic
or hypomanic episodes, though there will have been at least one episode of sub-
threshold hypomania. That is, the high phase is long enough (4 days or more) but
is a symptom or two shy of the number required for a hypomanic episode (elevated
mood plus one or two of the other symptoms of a hypomanic episode, or irritable
mood plus two or three of the other symptoms of hypomania). The hypomanic
and major depressive symptoms don’t overlap, so you can’t call it major depressive
episode with mixed features.

Hypomanic episode without prior major depressive episode. Here you'd classify
(no surprise) someone who has had an episode of hypomania but who hasn’t ever
fully met criteria for a major depressive episode or a manic episode.

Short-duration cyclothymia. In a period less than 2 years (less than 12 months
for a child or adolescent), such a patient will have had multiple episodes of both
hypomanic symptoms and depressive symptoms, all of which will have been either
too brief or have too few symptoms to qualify for a major depressive or hypomanic
episode. Of course, there will be no manias and no symptoms of psychosis. Patients
with short-duration cyclothymia will have symptoms for a majority of days and will
have no symptom-free periods longer than 2 months.

Note that DSM-5 cautions us notto use just other specified bipolar disorder or other speci-
fied depressive disorder as the actual diagnosis. Rather, we are also supposed to state,
in full, one of the many (often cumbersome) titles given in the bipolar list just above and
the depressive list below. One thing is certain: Regardless of which of the several discrete
terms we choose, there is just one code number for each of these two categories of uncer-
tainty.

F31.9 [296.80] Unspecified Bipolar and Related Disorder

And here you'd include patients for whom you don’t care to indicate the reason you
aren’t diagnosing a well-defined bipolar condition.

F32.8 [311] Other Specified Depressive Disorder

Use other specified depressive disorder in the same way as described above for other
specified bipolar and related disorder. DSM-5 provides the following examples of other
specified depressive disorder:

Recurrent brief depression. Every month for 12+ months, lasting from 2 to 13
days at a time, these patients have low mood plus at least four other symptoms of
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depression that aren’t associated with menstruation. The patients have never ful-
filled criteria for another mood disorder, and they've not been psychotic.

Short-duration depressive episode. These patients would meet criteria for major
depressive episode except for duration—their episodes last 4-13 days. Here’s the
full run-down: depressed mood; at least four other major depressive symptoms;
clinically significant distress or impairment; have never met criteria for other mood
disorders; not currently psychotic; and don’t meet criteria for other conditions.

Depressive episode with insufficient symptoms. These patients would meet cri-
teria (duration, distress) for major depression, except that they have too few symp-
toms. They don’t have another psychotic or mood disorder.

F32.9 [311] Unspecified Depressive Disorder

As for unspecified bipolar and related disorder, when you dont care to indicate the
reason for a more secure diagnosis, you can use the unspecified depressive disorder
category. The advantage: mood disorders “of uncertain etiology” have been used so
often in the past as to undermine their value.

Whenever we clinicians encounter a patient with schizophrenia and postpsychotic depres-
sive disorder, or one with a major depressive episode superimposed on a psychosis, we
should think extra carefully about the diagnosis. Likewise, the occurrence of a manic epi-
sode in a patient who was formerly diagnosed as psychotic should cause us to wonder
whether the original diagnosis was correct. In both cases, some of these patients may
actually have bipolar | disorder, and not schizophrenia or another psychotic disorder at all.
This would appear to be an ongoing problem, regardless of which edition of the DSM we
are using.



Anxiety Disorders

Quick Guide to the Anxiety Disorders

One or more of the following conditions may be diagnosed in patients who present with
prominent anxiety symptoms; a single patient may have more than one anxiety disorder.
As usual, the page number following each item indicates where a more detailed discussion
begins.

Primary Anxiety Disorders

Panic disorder. These patients experience repeated panic attacks—brief episodes of intense
dread accompanied by a variety of physical and other symptoms, together with worry about
having additional attacks and other related mental and behavioral changes (p. 176).

Agoraphobia. Patients with this condition fear situations or places such as entering a store,
where they might have trouble obtaining help if they became anxious (p. 179).

Specific phobia. In this condition, patients fear specific objects or situations. Examples
include animals; storms; heights; blood; airplanes; being closed in; or any situation that may
lead to vomiting, choking, or developing an illness (p. 182).

Social anxiety disorder. These patients imagine themselves embarrassed when they speak,
write, or eat in public or use a public urinal (p. 185).

Selective mutism. A child elects not to talk, except when alone or with select intimates
(p. 187).

Generalized anxiety disorder. Although they experience no episodes of acute panic, these
patients feel tense or anxious much of the time and worry about many different issues
(p. 197).

Separation anxiety disorder. The patient becomes anxious when separated from a parent or
other attachment figure (p. 188).

171
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Anxiety disorder due to another medical condition. Panic attacks and generalized anxiety
symptoms can be caused by numerous medical conditions (p. 195).

Substance/medication-induced anxiety disorder. Use of a substance or medication has
caused panic attacks or other anxiety symptoms (p. 193).

Other specified, or unspecified, anxiety disorder. Use these categories for disorders with
prominent anxiety symptoms that don’t fit neatly into any of the groups above (p. 198).

Other Causes of Anxiety and Related Symptoms

Obsessive—compulsive disorder. These patients are bothered by repeated thoughts or
behaviors that can appear senseless, even to them (p. 200).

Posttraumatic stress disorder. A severely traumatic event, such as combat or a natural disas-
ter, is relived over and over (p. 219).

Acute stress disorder. This condition is much like posttraumatic stress disorder, except that
it begins during or immediately after the stressful event and lasts a month or less (p. 224).

Avoidant personality disorder. These timid people are so easily wounded by criticism that
they hesitate to become involved with others (p. 553).

With anxious distress specifier for major depressive disorder. Some patients with major
depressive disorder have much accompanying tension and anxiety (p. 159).

Somatic symptom disorder and illness anxiety disorder. Panic and other anxiety symptoms
are often part of somatic symptom disorder and iliness anxiety disorder (pp. 251 and 260).

Introduction

The conditions discussed in this chapter are characterized by anxiety and the behaviors
by which people try to ward it off. Panic disorder, the various phobias, and generalized
anxiety disorder are collectively among the most frequently encountered of all mental
disorders listed in DSM-5. Yet, in discussing them, we must also keep in mind three
other facts about anxiety.

The first of these is that a certain amount of anxiety isn't just normal, but adaptive
and perhaps vital for our well-being and normal functioning. For example, when we
are about to take an examination or speak in public (or write a book), the fear of failure
spurs us on to adequate preparation. Similarly, normal fear lies behind our healthy
regard for excessive debt, violent criminals, and poison ivy.

Anxiety is also a symptom—one that’s encountered in many, perhaps most, mental
disorders. Because it is so dramatic, we sometimes focus our attention on the anxiety
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to the exclusion of historical data and other symptoms (depression, substance use, and
problems with memory, to name just a few) that are crucial to diagnosis. I've inter-
viewed countless patients whose anxiety symptoms have masked mood, somatic symp-
tom, or other disorders—conditions that are often not only highly treatable when they
are recognized, but deadly when they are not.

The third issue I want to emphasize is that anxiety symptoms can sometimes indi-
cate the presence of a substance use problem, another medical condition, or even a
different mental disorder altogether (such as a mood, somatic symptom, cognitive, or
substance-related disorder). These conditions should be considered for any patient who
presents with anxiety or avoidance behavior.

Once again, I've eschewed DSM-5’s organization, which seems to rely on the typi-
cal age of onset (most anxiety disorders begin when the patient is relatively young).
Rather, T've started with panic attacks, because they are pervasive throughout the anxi-
ety (and many other) disorders.

Panic Attack

Someone in the throes of a panic attack feels foreboding—a sense of disaster that is
usually accompanied by cardiac symptoms (such as irregular or rapid heartbeat) and
trouble breathing (shortness of breath, chest pain). The attack usually begins abruptly
and builds rapidly to a peak; the whole, miserable experience usually lasts less than

half an hour.

Here are several important facts about panic attacks:

e They are common (perhaps 30% of all adults have experienced at least one). In a
12-month period, over 10% of Americans will have one (though they are appar-
ently about a third as common among Europeans).

e Women are more often affected than men.
e They can occur as isolated experiences in normal adults; in such cases, there is
no diagnosis at all.

e Panic attacks may occur within a broad spectrum of frequency, from just a few
episodes in the lifetime of some individuals to many times per week in others.
Some people even awaken at night with nocturnal attacks.

e Untreated, they can be severely debilitating. Many patients change their behav-
ior in reaction to the fear that the attacks mean they are psychotic or physically

ill.

e Treatment is sometimes easy, perhaps just by providing a little reassurance or a
paper bag to breathe into.

e But sometimes panic attacks mask other illnesses that range from mood disor-
ders to heart attacks.
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e Some panic attacks are triggered by specific situations, such as crossing a bridge
or roaming a crowded supermarket. Such attacks are said to be cued or situ-
ationally bound. Others have no relationship to a specific stimulus but arise
spontaneously, as in panic disorder. These are termed unexpected or uncued.
A third type, situationally predisposed attacks, consists of attacks in which the
patient often (but not invariably) becomes panic-stricken when confronted by
the stimulus.

e The patient can be calm or anxious when the upswing in panic symptoms begins.

e By themselves, panic attacks are not codable. The criteria are given so that they
can be identified and applied as a specifier to whatever disorder may be appro-
priate. Of course, they always occur in panic disorder, but there you don't have
to specify them: they go with the territory.

Pathological panic attacks usually begin in a person’s 20s. Panic attacks may occur
without other symptoms (when they may qualify for a diagnosis of panic disorder) or
in connection with a variety of other disorders, which may include agoraphobia, social
anxiety disorder, specific phobia, posttraumatic stress disorder (PTSD), mood disor-
ders, and psychotic disorders. They can also feature in anxiety disorder due to another
medical condition and in substance-induced anxiety disorder.

Essential Features of Panic Attack

A panic attack is fear, sometimes stark terror, that begins suddenly and is accompa-
nied by a variety of classic “fight-or-flight” symptomes, plus a few others—chest pain,
chills, feeling too hot, choking, shortness of breath, rapid or irregular heartbeat, tin-
gling or numbness, excessive perspiration, nausea, dizziness, and tremor. As a result,
these people may feel unreal or be afraid that they are losing their minds or dying.
At least four of the somatic sensations are required.

Coding Notes

Panic attack is not a codable disorder. It provides the basis for panic disorder, and
it can be attached as a specifier to other diagnoses. These include posttraumatic
stress disorder, other anxiety disorders, and other mental disorders (including eating,
mood, psychotic, personality, and substance use disorders). They are even found in
medical conditions affecting the heart, lungs, and gastrointestinal tract.

Shorty Rheinbold

Seated in the clinician’s waiting room, Shorty Rheinbold should have been relaxed.
The lighting was soft, the music soothing; the sofa on which he was sitting was com-
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fortably upholstered. Angel fish swam lazily in their sparkling glass tank. But Shorty
felt anything but calm. Perhaps it was the receptionist—he wondered whether she was
competent to handle an emergency with his sort of problem. She looked something like
a badger, holed up behind her computer. For several minutes he had been feeling worse
with every heartbeat.

His heart was the key. When Shorty first sat down, he hadn’t even noticed it, qui-
etly ticking away, just doing its job inside his chest. But then, without any warning, it
had begun to demand his attention. At first it had only skipped a beat or two, but after a
minute, it had begun a ferocious assault on the inside of his chest wall. Every beat had
become a painful, bruising thump that caused him to clutch at his chest. He tried to
keep his hands under his jacket so as not to attract too much attention.

The pounding heart and chest pain could mean only one thing—after 2 months of
attacks every few days, Shorty was beginning to get the message. Then, right on sched-
ule, the shortness of breath began. It seemed to arise from his left chest area, where
his heart was doing all the damage. Tt clawed its way up through his lungs and into
his throat, gripping him around the neck so he could breathe only in the briefest of
gulps.

He was dying! Of course, the cardiologist Shorty consulted the week before had
assured him that his heart was as sound as a brass bell, but this time he knew it was
about to fail. He couldn’t fathom why he hadn’t died before; he had feared it with every
attack. Now it seemed impossible that he would survive this one. Did he even want to?
That thought made him suddenly want to retch.

Shorty leaned forward so he could grip both his chest and his abdomen as unob-
trusively as possible. He could hardly hold anything at all: The familiar tingling and
numbness had started up in his fingers, and he could sense the shaking of his hands as
they tried to contain the various miseries that had taken over his body.

He glanced across the room to see whether Miss Badger had noticed. No help was
coming from that quarter; she was still pounding away at her keyboard. Perhaps all
the patients behaved this way. Perhaps—suddenly, there was an observer. Shorty was
watching himself! Some part of him had floated free and seemed to hang suspended,
halfway up the wall. From this vantage point, he could look down and view with pity
and scorn the quivering flesh that was, or had been, Shorty Rheinbold.

Now the Spirit Shorty saw that Shorty’s face had become fiery red. Hot air had
filled his head, which seemed to expand with every gasp. He floated farther up the wall
and the ceiling melted away; he soared out into the brilliant sunshine. He squeezed his
eyes shut but could not keep out the blinding light.

Depression is so often found in patients who complain of recurrent panic attacks that the
association cannot be overemphasized. Some studies suggest that over half the patients
with panic disorder also have major depressive disorder. Clearly, we must carefully evalu-
ate for symptoms of a mood disorder everyone who presents with panic symptoms.
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Evaluation of Shorty Rheinbold

Shorty’s panic attack was typical: It began suddenly, developed rapidly, and included a
generous helping of the required symptoms. His shortness of breath (criterion A4) and
heart palpitations (A1) are classical panic attack symptoms; he also had chest pain (A6),
lightheadedness (A8), and numbness in his fingers (A10). Shorty’s fear that he would die
(A13) is typical of the fears that patients have during an attack. The sensation of watch-
ing himself (depersonalization—A11) is a less common symptom of panic. He needed
only four of these symptoms to substantiate the fact of panic attack.

Shorty’s panic attack was uncued, which means that it seemed to happen spontane-
ously, without provocation. He was unaware of any event, object, or thought that trig-
gered it. Uncued attacks are typical of panic disorder, which can also include cued (or
situationally bound) attacks. The panic attacks that develop in social anxiety disorder
and specific phobia are cued to the stimuli that repeatedly and predictably pull the
trigger.

Panic attacks can occur in several medical conditions. One of these is acute myo-
cardial infarction, the very condition many panic patients fear the most. Of course,
when indicated patients with symptoms like Shorty’s should be evaluated for myocar-
dial infarction and other medical disorders. These include low blood sugar, irregu-
lar heartbeat, mitral valve prolapse, temporal lobe epilepsy, and a rare adrenal gland
tumor called a pheochromocytoma. Panic attacks also occur during intoxication with
several psychoactive substances, including amphetamines, marijuana, and caffeine.
(Note that in addition, some patients misuse alcohol or sedative drugs in an effort to
reduce the severity of their panic attacks.)

There is no code number associated with panic attack. I'll give Shorty’s complete
diagnosis below.

F41.0 [300.01] Panic Disorder

Panic disorder is a common anxiety disorder in which the patient experiences unex-
pected panic attacks (usually many, but always more than one) and worries about having
another. Though the panic attacks are usually uncued, situationally predisposed attacks
and cued/situationally bound attacks also occur (see definitions, above). A strong minor-
ity will have nocturnal panic attacks as well as those that occur while awake. Perhaps
half of patients with panic disorder also have symptoms of agoraphobia (see p. 179),
though many do not.

Panic disorder typically begins during the patient’s early 20s. It is one of the
most common anxiety disorders, found in 1-4% of the general adult population (10%
is the approximate figure for panic attacks in general). It is especially common among
women.
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Essential Features of Panic Disorder

As a result of surprise panic attacks (see the preceding description), the patient fears
that they will happen again or tries to avert further attacks by taking (ineffective)
action, such as abandoning an once-favored activities or avoiding places where
attacks have occurred.

The Fine Print

Don't forget the D’s: e Duration (1+ months) e Distress or disability (as above) e Differ-
ential diagnosis (substance use and physical disorders, other anxiety disorders, mood
and psychotic disorders, obsessive—compulsive disorder [OCD], PTSD, actual danger)

Shorty Rheinbold Again

Shorty opened his eyes to discover that he was lying on his back on the waiting room
floor. Two people were bending over him. One was the receptionist. He didn’t recog-
nize the other, but he guessed it must be the mental health clinician who was supposed
to interview him.

“I feel like you saved my life,” he said.

“Not really,” the clinician replied. “You'e just fine. Does this happen often?”

“Every 2 or 3 days now.” Shorty cautiously sat up. After a moment or two, he
allowed them to help him to his feet and into the inner office.

Just when his problem had begun wasn't quite clear at first. Shorty was 24 and had
spent 4 years in the Coast Guard. Since his discharge, he’d knocked around a bit, and
then moved in with his folks while he worked in construction. Six months ago, he’d got-
ten a job as cashier in a filling station.

That was just fine, sitting in a glassed-in booth all day making change, running
credit cards through the electronic scanner, and selling chewing gum. The wages
weren't exciting, but he didn’t have to pay rent. Even with eating out almost every eve-
ning, Shorty still had enough at the end of the week to take his girl out on Saturday
nights. Neither one of them drank or used drugs, so even that didn’t set him too far back.

The problem had begun the day after Shorty had been working for a couple of
months, when the boss told him to go out on the wrecker with Bruce, one of the mechan-
ics. They had stopped along the eastbound Interstate to pick up an old Buick Skylark
with a blown head gasket. For some reason, they had trouble getting it into the sling.
Shorty was on the traffic side of the truck, trying to manipulate the hoist in response
to Bruce’s shouted directions. Suddenly, a caravan of tractor-trailer trucks roared past.
The noise and the blast of wind caught Shorty off guard. He spun around into the side
of the wrecker, fell, and rolled to a stop, inches from huge tires rolling by.

Shorty’s color and heart rate had returned to normal. The remainder of his story
was easy enough to tell. He continued to go out on the wrecker, even though he felt
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scared, near panic every time he did so. He'd only go when Bruce was along, and he
carefully avoided the traffic side of the vehicles.

But that wasn't the worst of the problem—he could always quit and get another job.
Lately, Shorty had been having these attacks at other times, when he was least expect-
ing them. Now nothing seemed to trigger the attacks; they just happened, though not
when he was at home or in his glass cage at work. When he was shopping last week, he’'d
had to abandon the cart full of groceries he was buying for his mother. Now he didn’t
even want to go to the movies with his girl. For the last few weeks he had suggested that
they spend Saturday night at her place watching TV instead. She hadnt complained
yet, but he knew it was only a matter of time.

“T have just about enough strength to tough it out through the work day,” Shorty
said. “But I've got to get a handle on this thing. I'm too young to spend the rest of my
life like a hermit in a cave.”

Further Evaluation of Shorty Rheinbold

The fact that Shorty experienced panic attacks has already been established. They were
originally associated with the specific situation of working around the wrecker. For
months now, they occurred every few days, usually catching him unaware (panic dis-
order criterion A). Undoubtedly worried and concerned (B1), he had altered his activi-
ties with his girlfriend (B2). A number of medical conditions can cause panic attacks;
however, a cardiologist had recently pronounced Shorty to be medically fit. Substance-
induced anxiety disorder (C) is also eliminated by the history: Shorty didn’t use drugs
or alcohol. (However, watch out for patients who “medicate” their panic attacks with
drugs or alcohol.) With no other mental disorder more likely (D), his symptoms fully
support a diagnosis of panic disorder.

But wait, as they say, there’s more, for which we’ll have to consider the symptoms
of agoraphobia. Recently, Shorty feared all sorts of other situations that involved being
away from home—driving, shopping, even going to the movies (agoraphobia criterion
A)—which nearly always provoked panic (C). As a result, he either avoided the situa-
tions or had to be accompanied by Bruce or by his girlfriend (D). Shorty’s life space had
already begun to contract as a result of his fears; without treatment, it would seem to
be only a matter of time before he would have to quit his job and remain at home (G).
These symptoms are typical; we won't quibble about the exact duration, because they
are so severe (F). They’ll fulfill the requirements for agoraphobia, provided that we can
rule out other etiologies for his symptoms (H, I). Sure, we should ask to determine that
driving him was the fear that help would be unavailable or that escape would be dif-
ficult (B), but knowing Shorty, I'm pretty sure of the answer.

The diagnosis of specific phobia or social anxiety disorder would seem unlikely,
because the focus of Shorty’s anxiety was not a single issue (such as enclosed places) or
a social situation. Patients with somatic symptom disorder also complain of anxiety
symptoms (though they aren’t a diagnostic feature), but this is an unlikely diagnosis for
a physically healthy man.
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Although the vignette doesn’t address this possibility, major depressive disorder is
comorbid with panic disorder in half of the cases. The danger lies in the often dramatic
anxiety symptoms overshadowing subtle depressive symptoms, so that the clinician
overlooks them completely. When the criteria for both an anxiety and a mood disorder
are met, they should both be listed. Other anxiety disorders can be comorbid in panic
disorder patients; these include generalized anxiety disorder and specific phobia.

Shorty’s mood was anxious, not depressed or irritable. I'd give him a GAF score of
61. His diagnosis would be as follows:

T41.0 [300.01] Panic disorder
F40.00 [300.22] Agoraphobia

It can be really hard to differentiate panic disorder and agoraphobia from other anxiety
disorders that involve avoidance (especially specific phobia and social anxiety disorder).
The final decision often comes down to clinical judgment, though the following sorts of
information can help:

1. How many panic attacks does the patient have, and what type are they (cued,
uncued, situationally predisposed)? Uncued attacks suggest panic disorder;
cued attacks suggest specific phobia or social anxiety disorder. (But they can
be intermixed.)

2. In how many situations do they occur? Limited situations suggest specific pho-
bia or social anxiety disorder; attacks that occur in a variety of situations sug-
gest panic disorder and agoraphobia.

3. Does the patient awaken at night with panic attacks? This is more typical of
panic disorder.

4. What is the focus of the fear? If it is having a subsequent panic attack, panic
disorder may be the correct diagnosis—unless the panic attacks occur only
when the patient is, say, riding in an airplane, in which case you might correctly
diagnose specific phobia, situational type.

5. Does the patient constantly worry about having panic attacks, even when in no
danger of facing a feared situation (such as riding in an elevator)? This would
suggest panic disorder and agoraphobia.

F40.00 [300.22] Agoraphobia

The agora was the marketplace to ancient Greeks. In contemporary usage, agoraphobia
refers to the fear some people have of any situation or place where escape seems dif-
ficult or embarrassing, or where help might be unavailable if anxiety symptoms should
occur. Open or public places such as theaters and crowded supermarkets qualify; so
does travel from home. Persons with agoraphobia either avoid the feared place or situa-
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tion entirely, or, if they must confront it, suffer intense anxiety or require the presence
of a companion. In any event, agoraphobia is a concept the Greeks didn’t have a word
for; it was first used in 1873.

Agoraphobia usually involves such situations as being away from home; standing in
a crowd; staying home alone; being on a bridge; or traveling by bus, car, or train. Ago-
raphobia can develop rapidly, within just a few weeks, in the wake of a series of panic
attacks (see p. 173), when fear of recurrent attacks causes the patient to avoid leaving
home or participating in other activities. Some patients develop agoraphobia without
any preceding panic attacks.

In recent years, estimates of the prevalence of agoraphobia have risen to the neigh-
borhood of 1-2%. As with panic disorder, women are more susceptible than men; the
disorder usually begins in the teens or 20s, though some patients have their first symp-
toms after the age of 40. Often panic attacks precede the onset of the agoraphobia. Tt is
strongly heritable.

Essential Features of Agoraphobia

These patients almost invariably experience inordinate anxiety or dread when they
have to be alone or away from home. Potentially, there’s an abundance of oppor-
tunity: riding a bus (or other mass transit), shopping, attending a theatrical enter-
tainment. For some, it's as ordinary as walking through an open space (flea market,
playground), being part of a crowd, or standing in a queue. When you explore their
thinking, these people are afraid that escape would be impossible or that help (in the
event of panic) unavailable. So they avoid such situations or confront them only with
a trusted friend or, if all else fails, endure them with lots of suffering.

The Fine Print

Don’t duck the D’s: e Duration (6+ months) e Distress or disability (work/educational,
social, or personal impairment) e Differential diagnosis (substance use and physical
disorders, other anxiety disorders, mood and psychotic disorders, OCD, PTSD, social
and separation anxiety disorders, situational phobias, panic disorder)

Lucy Gould

“T'd rather have her with me, if that’s all right.” Lucy Gould was responding to the
clinician’s suggestion that her mother wait outside the office. “By now, I don’t have any
secrets from her.”

Since age 18, Lucy hadn’t gone anywhere without her mother. In fact, in those 6
years she’d hardly been anywhere at all. “There’s no way I could go out by myself—it’s
like entering a war zone. If someone’s not with me, I can barely stand to go to doctor
appointments and stuff like that. But I still feel awfully nervous.”
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The nervousness Lucy complained of hadn't included actual panic attacks; she
never felt that she couldn’t breathe or was about to die. Rather, she experienced an
intense motor agitation that had caused her to flee from shopping malls, supermar-
kets, and movie theaters. Nor could she ride on public transportation; buses and trains
both terrified her. She had the feeling, vague but always present, that something awful
would happen there. Perhaps she would become so anxious that she would pass out or
wet herself, and no one would be able to help her. She hadn’t been alone in public since
the week before her high school commencement. She had only been able to go up onto
the platform to receive her diploma because she was with her best friend, who would
know what to do if she needed help.

Lucy had always been a timid, rather sensitive girl. The first week of kindergarten,
she had cried each time her mother left her by herself at school. But her father had
insisted that she “toughen up,” and within a few weeks she had nearly forgotten her ter-
ror. She’d subsequently maintained a nearly perfect attendance record at school. Then,
shortly after her 17th birthday, her father died of leukemia. Her terror of being away
from home had begun within a few weeks of his funeral.

To make ends meet, her mother had sold their house, and they had moved into a
condominium across the street from the high school. “It’s the only way I got through
my last year,” Lucy explained.

For several years, Lucy had kept house while her mother assembled circuit boards
at an electronics firm outside town. Lucy was perfectly comfortable in that role, even
though her mother was away for hours at a time. Her physical health had been good;
she had never used drugs or alcohol; and she had never had depression, suicidal ideas,
delusions, or hallucinations. But a year ago Lucy had developed insulin-dependent dia-
betes, which required frequent trips to the doctor. She had tried to take the bus by
herself, but after several failures— once, in the middle of traffic, she had forced the rear
door open and sprinted for home—she had given up. Now her mother was applying for
disability assistance so that she could remain at home to provide the aid and attendance
Lucy required.

Evaluation of Lucy Gould

Because of her fears, which were inordinate and out of proportion to the actual dan-
ger (criterion E), Lucy avoided a variety of situations and places, including supermar-
kets, malls, buses, and trains (A). If she did go, she required a companion (D). She
couldn’t state exactly what might happen—only that it would be awful and embarrass-
ing (she might even lose bladder control) and that help might not be available (B). It
is not unusual that her symptoms only came to light when another problem (diabetes)
prevented her from staying at home; diabetes itself isn’t associated with agoraphobic
fears (H). OK, you'll have to read between the lines of the vignette to verify criteria C
(the situations almost always provoke anxiety) and G (the patient experiences clinically
important distress or impairment).

Lucy’s symptoms were too varied for specific phobia or social anxiety disorder.
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(Note also that in agoraphobia, the perceived danger emanates from the environment; in
social anxiety disorder, it comes from the relationship with other people.) Her problem
wasn't that she feared being left alone, as would be the case with separation anxiety
disorder (although when she was five she clearly had had elements of that diagnosis).
She hadn’t had a major trauma, as would be the case in PTSD (the death of her father
was traumatic, but her own symptoms didn’t focus on reliving this experience). There is
no indication that she had OCD. And so (finally!) we have disposed of criterion I.

Agoraphobia can accompany a variety of diagnoses, the most important of which
are mood disorders that involve major depressive episodes. However, Lucy denied hav-
ing symptoms of depression, psychosis, and substance use. Although she had diabetes,
it developed many years after her agoraphobia symptoms became apparent. Besides,
it’s hard to imagine a physiological connection between agoraphobia and diabetes, and
her anxiety symptoms were far more extensive than the realistic concerns you'd expect
from the average diabetic individual.

Because Lucy had never experienced a discrete panic attack, she would not meet
the criteria for panic disorder in addition to her agoraphobia. By the way, the fact that
she was housebound would net her a low GAF score (31).

F40.00 [300.22] Agoraphobia
E10.9 [250.01] Insulin-dependent diabetes mellitus

Specific Phobia

Patients with specific phobias have unwarranted fears of specific objects or situations.
The best recognized are phobias of animals, blood, heights, travel by airplane, being
closed in, and thunderstorms. The anxiety produced by exposure to one of these stimuli
may take the form of a panic attack or of a more generalized sensation of anxiety, but it
is always directed at something specific. (However, these patients can also worry about
what they might do—faint, panic, lose control—if they have to confront whatever it is
they are afraid of) Generally, the closer they are to the feared stimulus (and the more
difficult it would be to escape), the worse they feel.

Patients usually have more than one specific phobia. A person who is about to
face one of these feared activities or objects will immediately begin to feel nervous or
panicky—a condition known as anticipatory anxiety. The degree of discomfort is often
mild, however, so most people do not seek professional help. When it causes a patient
to avoid feared situations, anticipatory anxiety can be a major inconvenience; it can
even interfere with working. Patients with specific phobias involving blood, injury, or
injection often experience what is called a vasovagal response; this means that reduced
heart rate and blood pressure actually do cause the patients to faint.

In the general population, specific phobia is one of the most frequently reported
anxiety disorders. Up to 10% of U.S. adults have suffered to some degree from one of
these specific phobias. However, by no means would all of these people qualify for a
DSM-5 diagnosis: The clinical significance of these reported fears is so hard to judge.
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Onset is usually in childhood or adolescence; animal phobias especially tend to
begin early. Some begin after a traumatic event, such as being bitten by an animal. A
situational fear (such as being closed in or traveling by air) is more likely than other
types of specific phobia to have a comorbid disorder such as depression and substance
misuse, though comorbidity with a wide range of mental disorders is the rule. Females
outnumber males, perhaps by a 2:1 ratio.

Essential Features of Specific Phobia

A specific situation or thing habitually causes such immediate, inordinate (and unrea-
sonable) dread or anxiety that the patient avoids it or endures it with much anxiety.

The Fine Print

The D’s: e Duration (6+ months) e Distress or disability (work/educational, social, or
personal impairment) e Differential diagnosis (substance use and physical disorders,
agoraphobia, social anxiety disorder, separation anxiety disorder, mood and psy-
chotic disorders, anorexia nervosa, OCD, PTSD)

Coding Notes
Specify all types that apply with individual ICD-10 codes:

F40.218 [300.29] Animal type (snakes, spiders)
F40.228 [300.29] Natural environment type (thunderstorms, heights)
Blood-injection-injury type (syringes, operations):

F40.230 [300.29] Blood

F40.231 [300.29] Injections and transfusions

F40.232 [300.29] Other medical care

F40.233 [300.29] Injury

F40.248 [300.29] Situational type (traveling by air, being closed in)
F40.298 [300.29] Other type (situations where the person could vomit or choke;
for children, loud noises or people wearing costumes)

Esther Dugoni

A slightly built woman of nearly 70, Esther Dugoni was healthy and fit, though in the
last year or two she had developed a tremor characteristic of early Parkinson’s disease.
For the several years since she had retired from her job teaching horticulture in junior
college, she had concentrated on her own garden. At the flower show the year before,
her rhododendrons had won first prize.

But 10 days earlier, her mother had died in Detroit, over halfway across the coun-
try. She and her sister had been appointed co-executors. The estate was large, and she
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would have to make several trips to probate the will and dispose of the house. That
meant flying, and this was why she had sought help from the mental health clinic.

“T can’t fly!” she had told the clinician. “T haven't flown anywhere for 20 years.”

Esther had been reared during the Depression; as a child, she had never had the
opportunity to fly. With five children of her own to care for on her husband’s school-
teacher pay, she hadn’t traveled much as an adult, either. She had made a few short hops
years ago, when two of her children were getting married in different cities. On one of
those trips, her plane had circled the field for nearly an hour, trying to land in Omaha
between thunderstorms. The ride was wretchedly bumpy; the plane was full; and many
of the passengers were airsick, including the men seated on either side of her. There
was no one to help—the flight attendants had to remain strapped in their seats. She
had kept her eyes closed and breathed through her handkerchief to try to filter out the
odors that filled the cabin.

They finally landed safely, but it was the last time Esther had ever been up in an
airplane. “T don’t even like to go to the airport to meet someone,” she reported. “Even
that makes me feel short of breath and kind of sick to my stomach. Then T get sort of a
dull pain in my chest and I start to shake—I feel that 'm about to die, or something else
awful will happen. It all seems so silly.”

Esther really had no alternatives to flying. She couldn’t stay in Detroit until all of
the business had been taken care of: it would take months. The train didnt connect,
and the bus was impossible.

Evaluation of Esther Dugoni

Esther’s anxiety symptoms were cued by the prospect of airplane travel (criterion A);
even going to the airport inevitably produced anxiety (B), and she had avoided plane
travel for years (C, E). She recognized that this fear was unreasonable (“silly”), and it
embarrassed her (D); it was about to interfere with how she conducted her personal
business (F).

Specific phobia is not usually associated with any general medical condition or
substance-induced disorder. In response to delusions, patients with schizophrenia
will sometimes avoid objects or situations (a telephone that is “bugged,” food that is
“poisoned”), but such patients do not have the required insight that their fears are
unfounded. Of course, specific phobias must be differentiated from fears associated
with other disorders (such as agoraphobia, OCD, PTSD, social anxiety disorder—G).
Esther’s clinician should ask about possible comorbid diagnoses. Pending that, and with
a GAF score of 75, her diagnosis would be as given below. (Esther had only one phobia,
a situational one; the average is three, each of which would be listed on a separate line
with its own number.)

F40.248 [300.29] Specific phobia, situational (fear of flying)
G20 [332.0] Parkinson’s disease, primary
763.4 [V62.82] Uncomplicated bereavement
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Fears involving animals of one sort or another are remarkably common. Children are espe-
cially susceptible to animal phobias, and many adults don’t much care for spiders, snakes,
or cockroaches. But a diagnosis of specific phobia, animal type, should not be made unless
a patient is truly impaired by the symptoms. For example, you wouldn’t diagnose a snake
phobia in a prisoner serving a life sentence—under which circumstances confrontation
with snakes and activity restriction as a result would be unlikely.

F40.10 [300.23] Social Anxiety Disorder

Social anxiety disorder (SAD) is a fear of appearing clumsy, silly, or shameful. Patients
dread social gaffes such as choking when eating in public, trembling when writing, or
being unable to perform when speaking or playing a musical instrument. Using a public
urinal will cause anxiety for some men. Fear of blushing affects especially women, who
may not be able to put into words what’s so terrible about turning red. Fear of further
choking is often acquired after an episode of choking on food; it can occur any time
from childhood to old age. Some patients fear (and avoid) multiple such public situa-
tions.

Many people, men and women, have noticeable physical symptoms with SAD:
blushing, hoarseness, tremor, and perspiration. Such patients may have actual panic
attacks. Children may express their anxiety by clinging, crying, freezing, shrinking
back, throwing tantrums, or refusing to speak.

Studies of general populations report a lifetime occurrence of SAD ranging from
4% to as high as 13%. However, if we consider only those patients who are truly incon-
venienced by their symptoms, prevalence figures are probably lower. Whatever the
actual figure, these findings contradict previous impressions that SAD is rare. Perhaps
interviewers tend to overlook a common condition that patients silently endure. Though
males outnumber females in treatment settings, women predominate in general popu-
lation samples.

Onset is typically in the middle teens. The symptoms of SAD overlap with those
of avoidant personality disorder; the latter is more severe, but both begin early, tend to
last for years, and have some commonalities in family history. Indeed, SAD is reported
to have a genetic basis.

Essential Features of Social Anxiety Disorder

Inordinate anxiety is attached to circumstances where others could closely observe
the patient—public speaking or performing, eating or having a drink, writing, per-
haps just speaking with another person. Because these activities almost always pro-
voke disproportionate fear of embarrassment or social rejection, the patient avoids
these situations or endures them with much anxiety.
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The Fine Print

For children, these “others” must include peers, not just adults.

The D’s: e Duration (6+ months) e Distress or disability (work/educational, social, or
personal impairment) e Differential diagnosis (substance use and physical disorders,
mood and psychotic disorders, anorexia nervosa, OCD, avoidant personality disorder,
normal shyness, and other anxiety disorders—especially agoraphobia)

Coding Notes
Specify if:

Performance only. The patient fears public speaking or performing, but not
other situations.

Valerie Tubbs

“It starts right here, and then it spreads like wildfire. I mean, like real fire!” Valerie
Tubbs pointed to the right side of her neck, which she kept carefully concealed with a
blue silk scarf. “It” had been happening for almost 10 years, any time she was with peo-
ple; it was worse if she was with a lot of people. Then she felt that everybody noticed.

Although she had never tried, Valerie didn’t think that her reaction was something
she could control. She just blushed whenever she thought people were watching her.
It had started during a high school speech class, when she had to give a talk. She had
become confused about the difference between a polyp and a medusa, and one of the
boys had commented on the red spot that had appeared on her neck. She had quickly
flushed all over and had to sit down, to the general amusement of the class.

“He said it looked like a bull’s-eye,” she said. Since then, Valerie had tried to avoid
the potential embarrassment of saying anything to more than a handful of people. She
had given up her dream of becoming a fashion buyer for a department store, because
she couldn’t tolerate the scrutiny the job would entail. Instead, for the last 5 years she
had worked dressing mannequins for the same store.

Valerie said that it seemed “stupid” to be so afraid. It wasn't just that she turned
red; she turned beet-red. “I can feel prickly little fingers of heat crawling out across my
neck and up my cheek. My face feels like it’s on fire, and my skin is being scraped with
a rusty razor.” Whenever she blushed, she didn’t feel exactly panicky. It was a sense of
anxiety and restlessness that made her wish her body belonged to someone else. Even
the thought of meeting new people caused her to feel irritable and keyed up.

Evaluation of Valerie Tubbs

For years, Valerie had feared being embarrassed by the blushing that occurred when-
ever she spoke with other people (criteria A, B, C, and F in one sentence). Her fear was
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excessive (E), and she knew it—though insight isn't required for the diagnosis. With
her reluctance to speak publicly (and her scarf), she avoided exposure to scrutiny (D).
Her anxiety also prevented her from working at the job she would have preferred (G).

With no actual panic attacks, and in the absence of anxiety disorder due to another
medical condition and substance-induced anxiety disorder (H), determining her dis-
order would come down to the differential diagnosis of phobias (I). In the absence of a
typical history, we can quickly dismiss specific phobia. People who have agoraphobia
may avoid dining out because they fear the embarrassment of having a panic attack in
a public restaurant. Then you would only diagnose SAD if it had been present prior to
the onset of the agoraphobia and was unrelated to it. (Sometimes even clinicians who
specialize in diagnosing and treating the anxiety disorders can have trouble deciding
between these two diagnoses.) Patients with anorexia nervosa avoid eating, but the
focus is on their weight, not on the embarrassment that might result from gagging or
leaving food on their lips.

It is important to differentiate SAD from the ordinary shyness that is so com-
mon among children and other young people; this shows the value of the criterion that
symptoms must be present for at least half a year, required by DSM-5 for adults as well
as for children. Also keep in mind that many people worry about or feel uncomfortable
with social activities such as speaking in public (stage fright or microphone fright).
They should not receive this diagnosis unless it in some important way affects their
working, social, or personal functioning.

Social phobia (as SAD used to be called) is often associated with suicide attempts
and mood disorders. Anyone with SAD may be at risk for self-treatment with drugs
or alcohol; Valerie’s clinician should ask carefully about these conditions. SAD has ele-
ments in common with avoidant personality disorder, which, often comorbid in these
patients, may be a warranted diagnosis in a patient who is generally inhibited socially,
is overly sensitive to criticism, and feels inadequate. Other mental disorders you might
sometimes need to rule out—no problem for Valerie—would include panic disorder,
separation anxiety disorder, body dysmorphic disorder, and autism spectrum disor-
der.

Valerie’s fears involved far more than performances, so the specifier wouldn’t apply.
With a GAF score of 61, her diagnosis would be as follows:

F40.10 [300.23] Social anxiety disorder

F94.0 [313.23] Selective Mutism

Selective mutism denotes children who remain silent except when alone or with a small
group of intimates. The disorder typically begins during preschool years (ages 2—4),
after normal speech has developed. Such a child, who speaks appropriately at home
among family members but becomes relatively silent when among strangers, may not
attract clinical attention until formal schooling begins. Although often shy, most such
children have normal intelligence and hearing. When they do speak, they tend to use
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normal articulation, sentence structure, and vocabulary. The condition often improves
spontaneously within weeks or months, though no one knows how to identify such a
patient in advance of improvement.

Selective mutism is uncommon, with a prevalence of under 1 in 1,000; it appears
to affect girls and boys about equally. Family history is often positive for social anxiety
disorder and relatives with selective mutism. Comorbid conditions include other anxi-
ety disorders (especially separation anxiety disorder and social anxiety disorder). They
do not tend to have externalizing disorders, such as oppositional defiant or conduct
disorder.

Essential Features of Selective Mutism

Despite speaking normally at other times, the patient regularly doesn’t speak in cer-
tain situations where speech is expected, such as in class.

The Fine Print

The first month of a child’s first year in school is often fraught with anxiety; exclude
behaviors that occur during this time.

The D’s: e Duration (1+ months) e Distress or disability (social or work/academic
impairment) e Differential diagnosis (unfamiliarity with the language to be used, a
communication disorder such as stuttering, psychotic disorders, autism spectrum dis-
order, social anxiety disorder)

F93.0 [309.21] Separation Anxiety Disorder

For years, separation anxiety disorder (SepAD) was diagnosed in childhood—and
stayed there. More recently, however, evidence has accumulated that the condition
also affects adults. This can happen in two ways. Perhaps one-third of children with
SepAD continue to have symptoms of the disorder well into their adult years. However,
some patients develop symptoms de novo in their late teens or even later—sometimes
even beginning in old age. SepAD has a lifetime prevalence of about 4% for children
and 6% for adults; for adults, the 12-month prevalence is nearly 2%. It is more common
in females than in males, though boys are more likely to be referred for treatment.

In children, SepAD may begin with a precipitant such as moving to a new home
or school, a medical procedure or serious physical diagnosis, or the loss of an important
friend or pet (or a parent). Symptoms often show up as school refusal, but younger chil-
dren may even show reluctance at being left with a sitter or at day care. Children may
enlist physical complaints, imagined or otherwise, as justification for remaining home
with parents.

Adults, too, may fear that something horrible will happen to an important attach-
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ment figure—perhaps a spouse, or even a child. As a result, they are reluctant to leave
home (or any place of safety); they may fear even sleeping alone, and they experience
nightmares about separation. When apart from the principal attachment figure, they
may need to telephone or otherwise touch base several times a day. Some may try to
ensure safety by setting up a routine of following the other person.

When the onset is early in childhood, this condition is likely to remit; with later
onset, symptoms are more likely to continue into adulthood and to confer more severe
disability (though the intensity may wax and wane). Children with SepAD tend to drift
into subclinical forms or nonclinical status. Most adults and children also have other
disorders (especially mood, anxiety, and substance use disorders), though SepAD is
often the condition present the longest.

Children with SepAD often have parents with an adult form of the same disorder,
and, as with most anxiety disorders, there is a strong genetic component.

Essential Features of Separation Anxiety Disorder

Because they fear what might happen to a parent or someone else important in
their lives, these patients resist being alone. They imagine that the parent will die
or become lost (or that they will), so that even the thought of separation can cause
anxiety, nightmares, or perhaps vomiting spells or other physical complaints. They
are therefore reluctant to attend school, go out to work, or to sleep away from
home—perhaps even in their own beds.

The Fine Print

The D’s: e Duration (6+ months in adults, though extreme symptoms—such as total
school refusal—could justify diagnosis after a shorter duration; 4+ weeks in children)
e Distress or disability (work/educational, social, or personal impairment) e Differen-
tial diagnosis (mood disorders, other anxiety disorders, PTSD)

Nadine Mortimer

At age 24, Nadine Mortimer still lived at home. The only reason for her evaluation,
she told the clinician, was that her mother and stepfather had just signed on to join the
Peace Corps; she, Nadine, would be left behind. “I just know I won't be able to stand
it.” She sobbed into her Kleenex.

Being alone had frightened Nadine from the time she was very small. She thought
she could trace it back to her father’s death: He was a mechanic who drove a racing car
for fun until the weekend he encountered a wall at the far turn of their hometown track.
Her mother’s response was strangely stoic. “I think I took on the job of grieving for both
of us,” Nadine commented. Within the year, her mother had remarried.

Her first day of first grade, Nadine had been so fearful that her mother had stayed
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in the classroom. “T was afraid something terrible would happen to her too, and 1
wanted to be there, for safety.” After several weeks, Natalie had been able to tolerate
being left, but the following year, she threw up when Labor Day rolled around. After a
few miserable weeks in second grade, she was withdrawn and home-schooled.

In 10th grade, she was reading and doing math at 12th-grade level. “But my social-
ization skills were near nil. I'd never even been to a sleepover at another girl’s house,”
she said. So her parents bribed her with a cell phone and a promise that she could call
any time. By the time Nadine was in junior college—hardly farther away than her high
school—she’d negotiated for a smart phone with a GPS device; now she could track
her mother’s whereabouts to within a few feet. With that, she said, she could “roam
comfortably, stores and whatnot, as long as I could check Mom’s location whenever I
wished.” Once, when her battery died, she had suffered a panic attack.

Nonetheless, she still didn’t graduate from junior college, and after a semester she
returned home to be with her mother. “T know it seems weird,” she told the interviewer,
“but I always imagine that someday she won't come home to me. Just like Daddy.”

Evaluation of Nadine Mortimer

From the time she started school (criterion B), Nadine had had clear symptoms of
SepAD. She worried that harm might befall her mother and was severely distressed
when they were separated; she’d vomited at the mere prospect of a new school year (A).
As a result, she had almost no friends and had never slept away from home (C). There
was no sign of other disorders to exclude (D).

Modified by her adult status, many of these same symptoms persisted—panic
symptoms when she couldn’t keep close tabs on her mother, from whom she refused to
live apart. She even retained the same fear of harm befalling her mother if they ever
were separated. The prospect of her parents” leaving for a new career deeply affected
her. Even if Nadine hadn’t had symptoms as a child, her adult disorder was troubling
enough to qualify for the diagnosis of SepAD.

A significant problem remains in the differential diagnosis of SepAD: How does
one distinguish it from agoraphobia? There is some overlap, but patients with SepAD
are afraid of being away from a parent or other significant person, whereas the fear for a
person with agoraphobia is of being in a place from which escape will be difficult. The
mute testimony of her smart phone suggests that Nadine’s anxiety was of the former
type, not the latter. I would put her current GAF score at 45.

F93.0 [309.21] Separation anxiety disorder

The DSM-IV criteria for SepAD employed a number of behaviors only appropriate to chil-
dren; perhaps this explains why it wasn’t recognized in adults earlier. Even now, panic
symptoms may sometimes draw clinicians off the scent of adult SepAD.
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F41.1 [300.02] Generalized Anxiety Disorder

Generalized anxiety disorder (GAD) can be hard to diagnose. The symptoms are rela-
tively unfocused; the nervousness is low-key and chronic; there are no panic attacks.
Furthermore, it is, after all, just worry, and that’s something that touches all of us. But
there are differences. Ordinary worry is somehow less serious; we are able (well, most
of the time) to put it aside and concentrate on other, more immediate issues. The worry
of GAD often starts of its own accord, seemingly without cause. And GAD worry is at
times hard to control. It carries with it a collection of physical symptoms that pile onto
the sense of agitated restlessness in a cascade of misery.

Although some patients with GAD may be able to state what it is that makes them
nervous, others cannot. GAD worry is typically about far more issues (“everything”)
than objective facts can justify. The disorder typically begins at about 30 years of age;
many patients with GAD have been symptomatic for years without coming to the atten-
tion of a clinician. Perhaps this is because the degree of impairment in GAD is often
not all that severe. Genetic factors play an important role in the development of GAD.
It is found in up to 9% of the general adult population (lifetime risk), and, as with nearly
every other anxiety disorder, females predominate.

Essential Features of Generalized Anxiety Disorder

Hard-to-control, excessive worrying about a variety of issues—health, family prob-
lems, money, school, work—results in physical and mental complaints: muscle ten-
sion, restlessness, becoming easily tired and irritable, experiencing poor concentra-
tion, and trouble with insomnia.

The Fine Print

The D’s: e Duration (on most days for 6+ months) e Distress or disability (work/edu-
cational, social, or personal impairment) e Differential diagnosis (substance use and
physical disorders, mood disorders, other anxiety disorders, OCD, PTSD, realistic
worry)

Bert Parmalee

For most of his adult life, Bert had been “a worry-wart.” At age 35, he still had dreams
that he was flunking all of his college electrical engineering courses. But recently he
had felt that he was walking a tightrope. For the past year he had been the administra-
tive assistant to the chief executive officer of a Fortune 500 company, where he had
previously worked in product engineering.

“I took the job because it seemed a great way to move up the corporate ladder,”
he said, “but almost every day I have the feeling my foot’s about to slip off the rung.”

Each of the company’s six ambitious vice-presidents saw Bert as a personal pipe-
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line to the CEO. His boss was a hard-driving workaholic who constantly sparked ideas
and wanted them implemented yesterday. Several times he had told Bert that he was
pleased with his performance. In fact, Bert was doing the best job of any administrative
assistant he had ever had, but that didn’t seem to reassure Bert.

“T've felt uptight just about every day since I started this job. My chief expects
action and results. He has zero patience for thinking about how it should all fit together.
Our vice-presidents all want to have their own way. Several of them hint pretty broadly
that if I don’t help them, they’ll put in a bad word with the boss. I'm always looking over
my shoulder.”

Bert had trouble concentrating at work; at night he was exhausted but had trouble
getting to sleep. Once he did, he slept fitfully. He had become chronically irritable
at home, yelling at his children for no reason. He had never had a panic attack, and
he didn’t think he was depressed. In fact, he still took a great deal of pleasure in the
two activities he enjoyed most: Sunday afternoon football on TV and Saturday night
lovemaking with his wife. But recently, she had offered to take the kids to her mother’s
for a few weeks, to relieve some of the pressure. This only resurrected some of his old
concerns that he wasn't good enough for her—that she might find someone else and
leave him.

Bert was slightly overweight and balding, and he looked apprehensive. He was
carefully dressed and fidgeted a bit; his speech was clear, coherent, relevant, and spon-
taneous. He denied having obsessions, compulsions, phobias, delusions, or hallucina-
tions. On the MMSE, he scored a perfect 30. He said that his main problem—his only
problem—was his nagging uneasiness.

Valium made him drowsy. He had tried meditating, but it only allowed him to
concentrate more effectively on his problems. For a few weeks he had tried having a
cocktail before dinner; that had both relaxed him and prompted worries about alcohol-
ism. Once or twice he even went with his brother-in-law to an Alcoholics Anonymous
meeting. “Now I've decided to try dreading one day at a time.”

Evaluation of Bert Parmalee

Bert worried about multiple aspects of his life (his job, being an alcoholic, losing his
wife); each of these worries was excessive for the facts (criterion A). The excessiveness of
his worries would differentiate them from the usual sort of anxiety that is not pathologi-
cal. Despite repeated efforts (meditation, medication, reassurance), he had been unable
to control these fears (B). In addition, he had at least four physical or mental symptoms
(only three are required): trouble concentrating (C3), fatigue (C2), irritability (C4), and
sleep disturbance (C6). He had been having difficulty nearly every day for longer than
the required 6 months (A). And his symptoms caused him considerable distress, per-
haps even more than is usual for patients with GAD (D).

One of the difficulties in diagnosing GAD is that so many other conditions must be
excluded (E). A number of physical conditions can cause anxiety symptoms; a complete
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workup of Bert’s anxiety would have to consider these possibilities. From the informa-
tion contained in the vignette, a substance-induced anxiety disorder would appear
unlikely.

Anxiety symptoms can be found in nearly every category of mental disorder,
including psychotic, mood (depressed or manic), eating, somatic symptom, and cogni-
tive disorders. From Bert’s history, none of these would seem remotely likely (F). For
example, an adjustment disorder with anxiety would be eliminated because Bert’s
symptoms met the criteria for another mental disorder.

It is important that the patient’s worry and anxiety not focus solely on feature of
another mental disorder, especially another anxiety disorder. For example, it shouldn’t
be “merely” worry about weight gain in anorexia nervosa, about contamination (OCD),
separation from attachment figures (separation anxiety disorder), public embarrass-
ment (social anxiety disorder), or having physical symptoms (somatic symptom disor-
der). Nevertheless, note that a patient can have GAD in the presence of another mental
disorder—most often, mood and other anxiety disorders—provided that the symptoms
of GAD are independent of the other condition.

GAD is one of those conditions that offers no specifiers, or even indicators of sever-
ity, so Bert’s diagnosis, other than a GAF score of 70, would be a plain vanilla:

F41.1 [300.02] Generalized anxiety disorder

It is reasonable to ask this question: Does diagnosing GAD in a depressed patient help with
your evaluation? After all, the anxiety symptoms may disappear once the depression has
been sufficiently treated. The value, | suppose, is that flagging the anxiety symptoms gives
a more complete picture of the patient’s pathology. Also, you may have to treat the anxiety
symptoms independently later on.

Substance/Medication-Induced Anxiety Disorder

When the symptoms of anxiety or panic can be attributed to the use of a chemical sub-
stance, make the diagnosis of substance/medication-induced anxiety disorder. It can
occur during acute intoxication (or heavy use, as with caffeine) or during withdrawal
(as with alcohol or sedatives), but the symptoms must be more severe that you'd expect
for ordinary intoxication or withdrawal, and they must be serious enough to warrant
clinical attention.

Many substances can produce anxiety symptoms, but those most commonly asso-
ciated are marijuana, amphetamines, and caffeine. See Table 15.1 in Chapter 15 for
a summary of the substances for which intoxication or withdrawal can be expected
to create anxiety. If more than one substance is involved, you'd code each separately.
Quite frankly, these disorders are probably rare.
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Essential Features of Substance/Medication-Induced
Anxiety Disorder

The use of some substance appears to have caused the patient to experience anxiety
symptoms or panic attacks.

The Fine Print

For tips on identifying substance-related causation, see sidebar, page 95.

The D's: o Distress or disability (work/educational, social, or personal impairment) e
Differential diagnosis (ordinary substance intoxication or withdrawal, delirium, physi-
cal disorders, mood disorders, and other anxiety disorders)

Coding Notes
Specify:

With onset during {intoxication{withdrawal}. This gets tacked on at the end of
your string of words.
With onset after medication use. You can use this in addition to other specifiers.

For specific coding procedures, see Tables 15.2 and 15.3 in Chapter 15.

Bonita Ramirez

Bonita Ramirez, a 19-year-old college freshman, was brought to the emergency room
by two friends. Alert, intelligent, and well informed, she cooperated fully in providing
the following information.

Bonita’s parents both held graduate degrees and were well established in their pro-
fessions. They lived in a well-to-do suburb of San Diego. Bonita was their oldest child
and only daughter. Strictly reared in the Catholic faith, she hadn’t been allowed to date
until a year before. Until sorority rush week, the only alcohol she had tasted had been
Communion wine. By her account and that of her companions, she had been happy,
healthy, and vivacious when she arrived on campus a fortnight earlier.

Two weeks had made a remarkable difference. Bonita now sat huddled on the
examination table, feet drawn up beneath her. With her arms wrapped around her
knees, she trembled noticeably. Although it was only September, she wore a sweater
and complained of feeling cold. She kept reaching for the emesis basin beside her, as
though she might need it again.

Her voice quavered as she said that nothing like this had ever happened to her
before. “T had some beer last week. It didn't bother me at all, except I had a headache
the next morning.”

This evening there had been a “big sister, little sister” party at the sorority Bonita
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had just pledged. She had drunk some beer, and that had prompted her to take a few hits
from the marijuana cigarette they were passing around. The beer must have numbed
her throat, because she had been able to draw the smoke deep into her lungs and hold
it, the way her friends had showed her.

For about 10 minutes Bonita hadn’t noticed anything at all. Then her head began
to feel tight, as though her hair was a wig that didn't fit right. Suddenly, when she tried
to inhale, her chest “screamed in pain,” and she became instantly aware that she was
about to die. She tried to run, but her rubbery legs refused to support her.

The other girls hadnt had much experience with drug reactions, but they called
one of the men from the fraternity house next door, who came over and tried to talk
Bonita down. After an hour, she still felt the panicked certainty that she would die or go
mad. That was when they decided to bring her to the emergency room.

At length she said, “They said it would relax me and expand my consciousness. 1
just want to contract it again.”

Evaluation of Bonita Ramirez

Bonita’s history—she was healthy until the ingestion of a substance that is known to
produce anxiety symptoms, especially in a naive user—is a dead giveaway for the diag-
nosis (criteria A, B). Other drugs that commonly produce anxiety symptoms include
amphetamines, which can also produce panic attack symptoms, and caffeine when
used heavily. However, because anxiety symptoms can be encountered at some point
during the use of most substances, you can code an anxiety disorder secondary to the
use of nearly any of them, provided that the anxiety symptoms are worse than you
would expect for ordinary substance withdrawal or intoxication. Because she required
emergency evaluation and treatment, we would judge this to be the case for Bonita (E).

Despite the proximity of the development of her symptoms to substance use (C),
her clinician would want to be sure that she did not have another medical condition (or
treatment with medication for a medical condition) that could also explain her anxiety
symptoms.

Although she was severely panicked when she arrived at the emergency room, 1
would score Bonita’s GAF as a relatively high 80, because her symptoms had caused
her no actual disability (plenty of distress) and should be transient; other diagnosticians
might disagree. She had not used pot before, so she had no use disorder, and her code
comes from the “none” row for cannabis in Table 15.3.

F12.980 [292.89] Cannabis-induced anxiety disorder, with onset during
intoxication

F06.4 [293.84] Anxiety Disorder Due to Another Medical Condition

Many medical disorders can produce anxiety symptoms, which will usually resemble
those of panic disorder or generalized anxiety disorder. Occasionally, they may take
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the form of obsessions or compulsions. Most anxiety symptoms won't be caused by a
medical disorder, but it is supremely important to identify those that are. The symp-
toms of an untreated medical disorder can evolve from anxiety to permanent disability
(consider the dangers of a growing brain tumor).

Essential Features of Anxiety Disorder Due to Another
Medical Condition

A physical medical condition appears to have caused panic attacks or marked anxiety.

The Fine Print

For pointers on deciding when a physical condition may have caused a disorder, see
sidebar, page 97.

The D's: o Distress or disability (work/educational, social, or personal impairment) e
Differential diagnosis (substance use disorders, delirium, mood disorders, other anxi-
ety disorders, adjustment disorder)

Coding Notes

In recording the diagnosis, use the name of the responsible medical condition, and
list first the medical condition, with its code number.

Millicent Worthy

“T wonder if we could just leave the door open.” Millicent Worthy got up from the chair
and opened the examining room door. She had fidgeted throughout the first part of the
interview. Part of that time, she had hardly seemed to be paying attention at all. “T feel
better not being so closed in.” Once she finally settled down, she told this story.

Millicent was 24 and divorced. She had never touched drugs or alcohol. In fact,
until about 4 months ago, she’d been well all her life. She had visited a mental health
clinic only once before, when she was 12: Her parents were having marital problems,
and the entire family had gone for family counseling.

She had first felt nervous while tending the checkout counter at the video rental
outlet where she worked. She felt cramped, hemmed in, as if she needed to walk around.
One afternoon, when she was the only employee in the store and she had to stay behind
the counter, her heart began to pound and she perspired and became short of breath.
She thought she was about to die.

Over the next several weeks, Millicent gradually became aware of other symp-
toms. Her hand had begun to shake; she noticed it one day at the end of her shift when
she was adding up the receipts from her cash register. Her appetite was voracious, yet
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in the past 6 weeks her weight had dropped nearly 10 pounds. She still loved watching
movies, but lately she felt so tired at night that she could barely keep awake in front of
the TV. Her mood had been somewhat irritable.

“As T thought about it, I realized that all this started about the time my boyfriend
and I decided to get married. We've been living together for a year, and I really love
him. But I'd been burned before, in my first marriage. I thought that might be what
was bothering me, so I gave back his ring and moved out. If anything, I feel worse now
than before.”

Several times during the interview Millicent shifted restlessly in her chair. Her
speech was rapid, though she could be interrupted. Her eyes seemed to protrude
slightly, and although she had lost weight, a fullness in her neck suggested a goiter. She
admitted that she was having trouble tolerating heat. “There’s no air conditioner in our
store. Last summer it was no problem—we kept the door open. But now it’s terrible!
And if T wore any less clothing to work, they'd have to give me a desk in the adult video
section.”

Millicent’s thyroid function studies proved to be markedly abnormal. Within 2
months an endocrinologist had brought her hyperactive thyroid under control, and her
anxiety symptoms had disappeared completely. Six months later, she and her fiancé
were married.

Evaluation of Millicent Worthy

Millicent had at least one panic attack (criterion A); her distress was palpable (E). The
only remaining requirements would involve ruling out other causes of her problem.

If she had had repeated panic attacks and if the symptoms of her goiter had been
overlooked, she could have been misdiagnosed as having panic disorder. Her rest-
lessness could have been misinterpreted as generalized anxiety disorder; her feelings
of being closed in sound like a specific phobia. (Even Millicent interpreted her own
symptoms as psychological, C.) Such scenarios reinforce the wisdom of placing physical
conditions at the top of the list of differential diagnoses.

Irritability, restless hyperactivity, and weight loss also suggest a manic episode,
but these are usually accompanied by a subjective feeling of high energy, not fatigue.
Millicent’s rapid speech could be interrupted; in bipolar mania, often it cannot. Her
lack of previous depressions or manias would also militate against any mood disorders.
Her history rules out a substance/medication-induced anxiety disorder. And her atten-
tion span and orientation were good, so that we can disregard delirium (D). Finally, we
know that the physiological effects of hyperthyroidism can cause anxiety symptoms of
the sort Millicent experienced (B).

The broken engagement was noted not because it seemed a cause of her anxiety
symptoms, but because her relationship with her fiancé was a problem that should be
addressed as part of the overall treatment plan. I'd put her GAF score at an almost-
healthy, but still-needs-to-be-addressed 85.
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E05.00 [242.00] Hyperthyroidism with goiter without thyroid storm
F06.4 [293.84] Anxiety disorder due to hyperthyroidism
763.0 [V61.10] Estrangement from fiancé

F41.8 [300.09] Other Specified Anxiety Disorder

Patients who have prominent symptoms of anxiety, fear, or phobic avoidance that don’t
meet criteria for any specific anxiety disorder can be coded as having other specified
anxiety disorder—and the reason for not including them in a better-defined category
should be stated. DSM-5 suggests several different possibilities:

Insufficient symptoms. This would include panic attacks or GAD with too few
symptoms.

The presentation is atypical.

Cultural syndromes. DSM-5 mentions several in an appendix on page 833.

F41.9 [300.00] Unspecified Anxiety Disorder



Obsessive—Compulsive
and Related Disorders

Quick Guide to the Obsessive-Compulsive
and Related Disorders

Patients who are preoccupied with obsessional ideas or certain repetitive behaviors may
qualify for the disorders listed here. As in earlier chapters, the page number following each
item indicates where a more detailed discussion begins.

Obsessive—compulsive disorder. These patients are bothered by repeated thoughts or
behaviors that appear senseless, even to them (p. 200).

Body dysmorphic disorder. In this disorder, physically normal patients believe that parts of
their bodies are misshapen or ugly (p. 204).

Hoarding disorder. An individual accumulates so many objects (perhaps of no value) that
they interfere with life and living (p. 207).

Trichotillomania (hair-pulling disorder). Pulling hair from various parts of the body is often
accompanied by feelings of “tension and release” (p. 210).

Excoriation (skin-picking) disorder. Patients so persistently pick at their skin that they trau-
matize it (p. 212).

Obsessive—-compulsive and related disorder due to another medical condition. Obsessions
and compulsions can be caused by various medical conditions (p. 215).

Substance/medication-induced obsessive—compulsive and related disorder. Various sub-
stances can lead to obsessive—compulsive symptoms that don’t fulfill criteria for any of the
above-mentioned disorders (p. 214).

Other specified, or unspecified, obsessive—compulsive and related disorder. Use one of
these categories to code disorders with prominent anxiety symptoms that do not fit neatly
into any of the groups above (p. 216).
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Introduction

This chapter—new to the DSMs—pulls together disorders that have in common
intrusive thoughts and time-consuming, repetitive behaviors: skin picking, hoarding,
checking for body defects, and of course the classic component symptoms of obsessive—
compulsive disorder (OCD). These behaviors aren’t all unwanted—at least not at first,
as with the pursuit of physical perfection (body dysmorphic disorder) or an accumu-
lation of goods (hoarding). However they begin, the behaviors eventually become
symptoms—burdensome to those whose once voluntary acts have morphed into duties
that are performed at the cost of anxiety and distress.

A number of other features bind together this seemingly disparate collection of
conditions: onset when young, similar comorbidity, a family history of OCD, similar
treatment response, and hints of dysfunction in the frontostriatal brain circuitry (cau-
date hyperactivity).

F42 [300.3] Obsessive—Compulsive Disorder

Obsessions are recurring thoughts, beliefs, or ideas that dominate a person’s mental
content. They persist despite the fact that the person may believe they are unrealistic
and tries to resist them. Compulsions are acts (either physical or mental) performed
repeatedly in a way that the person may realize is neither appropriate nor useful. So
why do them? For the most part, the aim is to neutralize the obsessional thinking.
Note, then, that repeated thoughts can themselves sometimes be compulsions, if their
purpose is to reduce the obsessional anxiety.

Compulsions can be comparatively simple, such as uttering or thinking a word or
phrase of protection against an obsessive thought. But some are almost unbelievably
complex. For instance, some elaborate dressing, bedtime, or washing rituals, if not per-
formed exactly as specified by intricate rules, must be repeated until the patient gets it
right. Of course, that sort of behavior can soak up hours every day.

Most patients have both obsessions and compulsions, which usually result in anxi-
ety and dread. And most patients recognize them as being irrational and want to resist.
OCD comprises four major symptom patterns, whose features sometimes overlap.

e The most common is a fear of contamination that leads to excessive handwash-
ing.

e Doubts (“Did I turn off the cooktop?”) lead to excessive checking: The patient
returns repeatedly to be sure that the cooktop is well and truly cold.

e Obsessions without compulsions constitute a less common pattern.

e Obsessions and compulsions slow some patients down to the point that it can
take them hours just to finish breakfast or other daily routines.
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Obsessions about symmetry (putting things into a specific order, counting things) and
forbidden thoughts (sacrilegious ideas, sexual taboos) also commonly occur.

One feature that helps classify patients with OCD is their degree of insight. Most
patients are pretty well aware that their behavior is odd or peculiar; in fact, they are
often embarrassed by it and try to hide it. But others—perhaps 10-25% of all patients
with OCD—either have never recognized the irrationality of their behavior or have
now to some degree lost that insight. Poor insight often indicates a worse prognosis.
A few patients have so little that they are actually delusional; however, their OCD
can be distinguished from delusional disorder by the presence of their obsessions (you
don’t need to give them an additional psychotic diagnosis). Note that children often
don’t have the experience to judge the reasonableness of their own behavior; therefore,
insight specifiers often don’t apply to them.

OCD is clinically important because it is usually chronic and often debilitating.
Though symptoms may wax and wane, it puts patients at risk for celibacy or marital dis-
cord and interferes with performance at school and work. Comorbidity is the rule, with
two-thirds of patients experiencing major depression. Perhaps 15% attempt suicide.

Men and women are about equally likely to be affected by OCD. Its prevalence,
which may be as high as 2% in the general population, is reported to be greater in
higher socioeconomic classes and in individuals of high intelligence. OCD is strongly
familial (risk for first-degree relatives is 12%, about six times normal) and probably
at least in part inherited. However, it is still unclear how genetics and environmental
influences interact.

OCD typically begins in adolescence (males) or young adult life (females), but it often
takes a decade or more before patients come to clinical attention. When it begins before
puberty, compulsions may start first, often accompanied by tics and comorbid disorders.

Tic Specifier

DSM-5 has added a new specifier concerning a patient’s experience with chronic (but
not transient) tic disorder. These patients, usually male, tend to have a very early onset
of OCD—often before the age of 11. They are especially likely to obsess over issues of
exactness and symmetry; their compulsions concern ordering and arranging things.
Some studies seem to suggest that a chronic tic disorder may reduce patients” response
to antidepressant medications (though not to cognitive-behavioral therapy), and that
antipsychotic drugs may help. However, it isn’t clear that the history of tics denotes a
patient who is more seriously ill. The tic specifier will apply to about a fourth of patients
with OCD.

The December 2008 issue of The Atlantic reported asking for a term that would describe
the irresistible impulse to rearrange that which someone else has already loaded into a
dishwasher. Numerous readers suggested “obsessive compulsive dishorder.”
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Essential Features of Obsessive—Compulsive Disorder

The patient has distressing obsessions or compulsions (or both!) that occupy so much
time they interfere with accustomed routines.

The Fine Print

Obsessions are recurring, unwanted ideas that intrude into awareness; the patient
usually tries to suppress, disregard, or neutralize them.

Compulsions are repeated physical (sometimes mental) behaviors that follow
rules (or respond to obsessions) in an attempt to alleviate distress; the patient may
try to resist them. The behaviors are unreasonable, meaning that they don’t have any
realistic chance of helping the obsessional distress.

The D’s: o Distress or disability (typically, the obsessions and/or compulsions occupy
an hour a day or more or cause work/educational, social, or personal impairment)
Differential diagnosis (substance use and physical disorders, “normal” superstitions
and rituals that don’t actually cause distress or disability, depressive and psychotic
disorders, anxiety and impulse-control disorders, Tourette’s disorder, obsessive—
compulsive personality disorder)

Coding Notes
Specify degree of insight:

With good or fair insight. The patient realizes that the OCD thoughts and behav-
iors are definitely (or probably) not true.

With poor insight. The patient thinks that the OCD concerns are probably true.

With absent insight/delusional beliefs. The patient strongly believes that the
OCD concerns are true.

Specify if:

Tic-related. The patient has a lifetime history of a chronic tic disorder.

Leighton Prescott

Pausing for a moment, Leighton Prescott leaned forward to straighten a stack of jour-
nals on the interviewer’s desk. The chapped skin on the backs of his hands was the color
of dusty bricks. Apparently satisfied, he resumed his narrative.

“T would get this feeling that there could be semen on my hands and that it might
be transferred to a woman and get her pregnant, even if I only shook hands with her. So
I started washing extra carefully each time I masturbated.”

Leighton was a 23-year-old graduate student in plant physiology. Though he was
enormously bright and dedicated to science, his grades had slipped badly over the
past few months. He attributed this to the handwashing rituals. Whenever he had the
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thought that he might have contaminated his hands with semen, he felt compelled to
scrub them vigorously.

A year earlier, this had only meant 3 or 4 minutes with a bar of soap and water as
hot as he could stand it. Soon he required a nail brush; still later he was brushing his
hands and wrists as well. Now an elaborate ritual had evolved. First he scraped under
his nails with a blade; then he used the brush on them. He then lathered surgical soap
up to his elbows and scrubbed with a different brush for 15 minutes per arm. Then he
would have to start over with his nails, because semen he had scrubbed off his arms
might have lodged under them. If he had the thought that he had not performed one of
the steps exactly right, he would have to start all over again. In recent weeks this had
become the norm.

“I know it seems crazy,” he said with a glance at his hands. “I'm a biologist. That
part of me knows that spermatozoa can't live longer than a few minutes on the skin. But
if T don’t wash, the pressure just builds up and up, until I have to wash—washing is the
only thing that relieves the anxiety.”

Leighton didn’t think he was depressed, though he was appropriately concerned
about his symptoms. His sleep and appetite had been normal; he had never felt guilty
or suicidal.

“Just stupid, especially when my girl stopped seeing me. I used the bathroom in a
restaurant where I took her to eat. After 45 minutes, she had to send the manager in for
me.” He laughed without much humor. “She said she might see me again, if I'd clean
up my act.”

Evaluation of Leighton Prescott

Leighton’s obsessions and compulsions (criterion A) both easily fulfilled the require-
ments for OCD. He tried to suppress the recurrent thoughts about contamination,
which he recognized were the unreasonable products of his own mind (good insight).
He felt compelled to ward off these ideas by repetitive handwashing, which he acknowl-
edged was grossly excessive. By the time he came for help, his symptoms occupied
several hours each day, interfered with his schooling and social life, and caused him
severe distress (B). He had no other identifiable mental disorder that might account for
his symptoms (D).

An important step in evaluating anyone for OCD is to determine whether the
patient’s focus of concern is pathological. For example, someone who lives in a ghetto or
a war zone might be prudent to triple-lock the doors and frequently check security. Had
Leighton been excessively concerned about numerous real-life problems (such as pass-
ing his exams or succeeding with his girlfriend), he might instead warrant a diagnosis
of generalized anxiety disorder.

Though repetitive behavior is also characteristic of Tourette’s disorder and tem-
poral lobe epilepsy, patients with other medical conditions rarely present with obses-
sions or compulsions (C). However, occasionally a person will develop obsessions or
compulsions as a result of substance use.
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Inquire carefully about past or present tics, reported in about one-quarter of all
patients with OCD. Not only is there a relationship between OCD and Tourette’s dis-
order, but an outsized percentage of patients with OCD (though not Leighton) report a
history of chronic tics.

Obsessional thinking or compulsive behavior can be found in a variety of other
mental disorders. People may obsessively pursue any number of activities, such as gam-
bling, drinking, and sex. The differential diagnosis also includes body dysmorphic dis-
order (the patient obsesses about body shape) and illness anxiety disorder (the focus is
health). Patients with psychotic disorders sometimes maintain their obsessional ideas
to a delusional degree. And of course there is something a bit obsessive in the eating
behaviors of patients with anorexia nervosa and bulimia nervosa.

Perhaps 20% of patients with OCD have premorbid obsessional traits. Because
of its name, obsessive—compulsive personality disorder (see p. 558) can be confused
with OCD. Patients with only the personality disorder may not have obsessions or
compulsions at all. They are perfectionistic and become preoccupied with rules, lists,
and details. These people may accomplish tasks slowly because they keep checking
to be sure it is being performed exactly right, but they do not have the desire to resist
these behaviors. OCD and obsessive—compulsive personality disorder can coexist, in
which case the OCD is often extra severe. Some clinicians believe that the border zone
between OCD and schizotypal personality disorder is also a common problem in dif-
ferential diagnosis.

Leighton’s clinician needs to ensure that he doesn’t have one of the (numerous) other
conditions that often accompany OCD. Besides the two personality disorders just men-
tioned, I'd especially check for mood disorders (either depressive or bipolar) and anxiety
disorders (generalized anxiety disorder, social anxiety disorder, and panic disorder).

Although most patients with OCD recognize that their obsessions and compul-
sions are unreasonable or excessive, some lose insight as the illness wears on. Leighton
recognized that he was being unreasonable; we’ll code him accordingly. With a GAF
score of 60, his diagnosis would be the following:

F42[300.3] Obsessive—compulsive disorder, with good insight

As many as half of patients with OCD have an accompanying mood disorder. Some only
show their obsessional symptoms when they are in the midst of a severe depression.
Patients with OCD are also highly likely to have an accompanying anxiety disorder. (Indeed,
0CD was itself classified as an anxiety disorder in earlier DSMs.)

F45.22 [300.7] Body Dysmorphic Disorder

Patients with body dysmorphic disorder (BDD) worry that there is something wrong
with the shape or appearance of a body part—most often breasts, genitalia, hair, or the
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nose or some other portion of the face. The ideas these patients have about their bodies
are not delusional; as in illness anxiety disorder, they are overvalued ideas. At one time
the disorder was called dysmorphophobia; although some clinicians may still call it
that, it isn’t a phobia at all (irrational fear doesn’t really enter into it).

This disorder can be devastating. Although they frequently request medical pro-
cedures (such as dermabrasion) or plastic surgery to correct their imagined defects,
patients are often dissatisfied with the results. For that reason, surgery is usually
contraindicated in these patients. They may also seek reassurance (which helps only
briefly), try to hide their perceived deformities with clothing or body hair, or avoid
social situations; some even become housebound. The preoccupation causes clinically
important distress of other sorts—depressed mood, for example, even suicide ideas and
attempts. Insight varies, though it's mostly poor.

In the general population, the rate of BDD is probably about 2%. It may account
for as many as 10% of patients who consult a dermatologist and a third of patients seek-
ing rhinoplasty. Though patients with BDD are relatively young (it tends to begin dur-
ing the teen years), incidence may peak again after menopause. Although the question
is not settled, men and women are probably about equally affected. However, males are
more often concerned about genitals and hair.

Essential Features of Body Dysmorphic Disorder

In response to a miniscule, sometimes invisible physical flaw, the patient repeatedly
checks in a mirror, asks for reassurance, or picks at patches of skin—or makes mental
comparisons with other people.

The Fine Print

The D’s: o Distress or disability (work/educational, social, or personal impairment)
e Differential diagnosis (substance use and physical disorders, mood and psychotic
disorders, anorexia nervosa or other eating disorders, OCD, illness anxiety disorder,
ordinary dissatisfaction with personal appearance)

Coding Notes
Specify if:

With muscle dysmorphia. These people believe that their bodies are too small or
lack adequate musculature.

Specify degree of insight:

With good or fair insight. The patient realizes that the BDD thoughts and behav-
iors are definitely (or probably) not true.
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With poor insight. The patient thinks that the BDD concerns are probably true.
With absent insight/delusional beliefs. The patient strongly believes that the
BDD concerns are true.

Muscle Dysmorphia Specifier

The muscle dysmorphia specifier for BDD is found almost exclusively in men. Such a
man believes that he is too small or slightly built. As a result, he will often take dieting
or weight lifting to extremes, and may misuse anabolic steroids or other drugs. (These
patients may also be concerned about other body features—skin, hair, or whatever.)

Cecil Crane

Cecil Crane was only 24 when he was referred. “He came in here last week asking for
a rhinoplasty,” said the plastic surgeon on the telephone, “but his nose looks perfect to
me. I told him that, but he insisted there was something wrong with it. I've seen this
kind of patient before—if I operate, theyre never satisfied. It’s a lawsuit waiting to hap-
pen.”

When Cecil appeared a few days later, he had the most beautiful nose the clinician
had ever seen, apart from one or two Greek statues. “What seems to be wrong with it?”

“T was afraid you'd ask that,” said Cecil. “Everybody says that.”

“But you don't believe it?”

“Well, they look at me funny. Even at work—I sell suits at Macy’s—I sometimes
feel that the customers notice. I think it’s this bump here.”

Viewed from a certain angle, the area Cecil pointed out bore the barest suggestion
of a convexity. He complained that it had cost him his girlfriend, who always said it
looked fine to her. Weary of Cecil’s trying to look at his profile in every mirror he passed
and banging on about plastic surgery all the time, she’d finally sought greener pastures.

Cecil felt unhappy, though not depressed. He admitted that he was making a mess
of his life, but he had nevertheless maintained his interests in reading and going to the
movies. He thought his sex interest was good, though he’d had no chance to test it since
the departure of his girlfriend. His appetite was good, and his weight was about average
for his height. His flow of thought was unremarkable; its content, aside from his concern
for his nose, seemed quite ordinary. He even admitted that it was possible that his nose
was less ugly than he feared, though he thought that unlikely.

Cecil couldn’t say exactly when his worry about his nose began. It may have been
about the time he started shaving. He recalled frequently gazing at a silhouette of his
profile that had been cut from black paper during a seashore vacation with his family.
Although numerous relatives and friends had remarked that it was a good likeness,
something about the nose had bothered him. One day he had taken it down from the
wall and, with a pair of scissors, he’d tried to put it to rights. Within moments the nose
lay in snippets on the kitchen table, and Cecil was grounded for a month.

“I sure hope the plastic surgeon is a better artist than I am,” he commented.
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Evaluation of Cecil Crane

The criteria for BDD are straightforward. Cecil was preoccupied with his flawless nose
(criterion A), which caused him enough distress to seek surgery—and lose his girl-
friend (C). More than one person had tried to assure him that his nose was rather ordi-
nary, so his distress evidently exceeded normal concerns regarding appearance. And
he appeared to need the constant checking in the mirror (B). Despite the full range of
symptoms, there are several disorders in the differential diagnosis to consider.

In illness anxiety disorder, it isn’t appearance that preoccupies the patient; rather,
it is fear of having a disease. In anorexia nervosa, patients have distorted self-image,
but only in the context of concern about overweight. In the somatic type of delusional
disorder, patients lack insight that their complaints might be unreasonable, whereas
Cecil was willing to entertain the notion that others might see his nose differently.
(However, some patients with BDD completely lack insight; then the differentiation
turns on the content of the delusion, which in delusional disorder will involve the func-
tion of or sensations in body parts, not their appearance.) Complaints from patients with
schizophrenia about appearance are often bizarre (one woman reported that when she
looked into the mirror, she noticed that her head had been replaced by a mushroom).
In gender dysphoria, patients” complaints are limited to the conviction that they should
have been born the opposite sex.

None of these was the focus of Cecil’s concern (D, E). However, his clinician
would do well to look carefully for social phobia, obsessive—compulsive disorder, and
major depressive disorder, all of which can be comorbid with body dysmorphic disor-
der. Pending investigation for these disorders, Cecil’s full diagnosis would be as given
below, with a GAF score of 70:

F45.22 [300.7] Body dysmorphic disorder, with fair insight

F42 [300.3] Hoarding Disorder

Over a thousand years ago, the Beowulf legend referred to a hoard as a mass of some-
thing valuable (especially money or other treasure) laid by for future use. Nowadays, we
stand this definition on its head to mean worthless stuff that’s kept beyond all practical
use.

The motivations behind hoarding can be varied. Some people believe their things
are valuable when theyre not. Others may be imitating behavior they've encountered
in family members (a genetic component is also suspected). Still others apparently feel
comforted by the presence of things theyve grown used to having, or that they think
they may need later. Whatever the instigation, a hoarder’s living space becomes clut-
tered, perhaps eventually filling up completely. (If living areas remain habitable, it’s
probably because someone else tidies up the mess.) One social consequence of hoarding
is that children dread having visitors to the home; they sure don’t learn the basics of
housekeeping there! There are now online support groups for hoarders” children, who



208

OBSESSIVE-COMPULSIVE AND RELATED DISORDERS

are otherwise left with their own hopeless attempts at coping with the unsanitary, the
unsightly, and the unsafe.

A condition that’s said to affect 2—5% of the general population, hoarding disorder
is new in DSM-5. It was once considered a possible variant of OCD, but in fact not
even 20% of hoarders meet OCD criteria—partly because they dont consider their
symptoms to be intrusive, unpleasant, or distressing. Indeed, distress often develops
only when they are forced to get rid of the stuff they've so laboriously brought home.

Hoarding disorder comprises several special types: people who hoard books, or
animals (think a houseful of cats), or food that is—ugh!—way past its pull date. Animal
hoarders also save other things, which may at least have the advantage of better sanita-
tion. The disorder begins young and worsens with time, so that it is more often found
among older adults; males may outnumber females. Tt appears to be strongly hereditary.

Essential Features of Hoarding Disorder

These patients are in the grip of something powerful: the overwhelming urge to
accumulate stuff. They experience trouble—indeed, distress—when trying to discard
their possessions, even those that appear to have little value (sentimental or other-
wise). As a result, things pile up, cluttering up living areas to render them unusable.

The Fine Print

The D’s: e Duration (not stated, other than “persistent”) e Distress or disability (work/
educational, social, or personal impairment) e Differential diagnosis (substance use
and physical disorders, mood and psychotic disorders, dementia, OCD, normal col-
lecting

Coding Notes
Specify if:

With excessive acquisition. If symptoms are accompanied by excessive collect-
ing, buying, or stealing of items that are not needed or for which there is no
space available.

Specify degree of insight:

With good or fair insight. The patient realizes that these thoughts and behav-
iors cause problems.

With poor insight. The patient mostly believes that hoarding isn't a problem.

With absent insight/delusional beliefs. The patient strongly believes that hoard-
ing isnt a problem.
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Langley Collyer

More than half a century later, the Collyer case remains celebrated in the annals of
hoarding.

Though well educated (Columbia University) and a talented pianist, Langley Col-
lyer probably never held gainful employment. He and his older brother, Homer, lived in
the Harlem house left them by their parents, an obstetrician and his wife who were first
cousins. Trained as a lawyer, Homer worked for a time, but his vision deteriorated and
he suffered from arthritis. So, as they grew older, the brothers lived on their inherited
money. They didn't require much: They had no gas, electricity, or telephone service.
Even the water was eventually turned off. For decades, they essentially camped out
indoors.

Langley would walk miles to the store for supplies that he’d bring home in a wagon,
pulled along by a string. On these journeys, he also collected much of the debris that
ultimately invaded their living space. Though he wore clothes long out of fashion, Lang-
ley was not completely asocial. As reported from accounts of those who knew him, he
was pleasant, at times grateful for company. He even admitted that he was too reclusive.

In 1947, at age 61, Langley died, crushed under the weight of the booby trap he’d
designed and installed over a period of years to prevent criminals from stealing the
brothers” possessions. Finding the doorways stuffed with 10-foot-high walls of bailed
newspaper and other debris, police had to chop their way in. It took them over 2 weeks
to find Langley’s body, which lay just 10 feet from where Homer had subsequently also
died—of starvation.

After the bodies had been removed, the house was cleared of its holdings. Workers
found dressmaker’s dummies, sheets of Braille, a doll carriage, bicycles, a photograph
of Mickey Rooney, old advertisements, firearms and ammunition, parts for old radios,
chunks of concrete, and shoelaces. The brothers had stored some of their body waste
in jars. There was a two-headed baby preserved in formaldehyde (probably an artifact
from their father’s medical practice), a canoe, a dismantled Model T automobile, two
pipe organs, thousands of empty tin cans, and 14 pianos. There were also tons of news-
papers, saved so that Homer could catch up on the news, once he regained his sight. In
all, the house eventually yielded 180 tons of junk, with everything covered in decades
of dust.

Evaluation of Langley Collyer

The analysis of Langley’s condition requires a little forgiveness. That's because, candidly,
we must infer one criterion important for hoarding disorder: that no other medical dis-
order could better explain the symptoms (criterion E). Langley and Homer famously
refused to seek medical attention; hence Homer’s crippling arthritis and, perhaps, his
blindness. But Langley eschewed alcohol and drugs, and he appeared well enough for
decades until the very end of his life—when it all came, quite literally, crashing down.

Hoarding can occur as a symptom of OCD, but as with most patients who hoard,
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we have no evidence of actual obsessions or (other) compulsions (F). Although there is
no evidence for another mental disorder, neither have we positive evidence that Lang-
ley did not suffer from, say, major depressive disorder (it and OCD are often comorbid
with hoarding disorder).

As for the other requirements of the syndrome, Langley was undeniably a collector
whose accumulated tonnage didn’t just impinge upon but engulfed the living space of
the two hermit brothers (A, B, C). It imperiled their own health and that of any public
service personnel who might be required to enter to give assistance; failing to maintain
a safe environment satisfies the stress or impairment requirement (D).

In the absence of direct testimony from Langley, we cannot know how deeply he
understood his condition, so we must ignore the insight specifiers. However, we can
probably agree that his collecting habits qualify for the specifier with excessive acquisi-
tion—as is the case in the vast majority of hoarders. Although we are no longer able to
code something on the order of “personality disorder, diagnosis deferred,” if Langley
were a living patient I'd make some sort of note in my summary to that effect—to alert
me, or some other clinician down the road, that there was more diagnostic work to be
done. I'd give him a GAF score of 60.

F42 [300.3] Hoarding disorder, with excessive acquisition

F63.3 [312.39] Trichotillomania (Hair-Pulling Disorder)

Trichotillomania comes from the Greek meaning “passion for pulling hair.” As with
pyromania and kleptomania, many such patients (but not all) feel a mounting tension
until they succumb to the urge. Then, when they pull out the hair, they experience
release. Usually beginning in childhood, hair-pullers repeatedly extract their own hair,
beards, eyebrows, or eyelashes. Less often, they will pull hair from armpits, the pubic
area, or other body locations. They usually don’t report pain associated with the hair
pulling, although they may note a tingling sensation.

Some people put the hair into their mouths, and about 30% swallow it. If the hair
is long, it can accumulate in the stomach or intestines as a bezoar (hairball) that may
require surgical removal. Patients may be referred to mental health professionals by
dermatologists, who note patchy hair loss.

Onset of trichotillomania is usually in childhood or adolescence. (When it begins
in an adult, it may be associated with psychosis.) The condition tends to wax and wane,
but is usually chronic.

Trichotillomania is embarrassing to patients, who tend to be secretive, so it’s
unclear just how common it is. Some hair pulling can be found in up to 3% of the adult
population, especially women, though far fewer (probably under 1%) meet full criteria
for the disorder. It is far more common in females than in males, and it is especially
common in people with intellectual disability. Hair pullers also tend to crack their
knuckles, bite their nails, or excoriate themselves.

The feeling of tension before hair pulling, and release or relief of stress afterwards,
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still characterizes many sufferers (though it is no longer a requirement for diagnosis).
But patients who have the “tension and release” aspect of hair pulling may be in for a
more severe course of the illness than those who don’t report this feature.

Essential Features of Trichotillomania

Repeated pulling out of the patient’s own hair results in bald patches and attempts
to control the behavior.

The Fine Print

The D’s: » Duration (“recurrent”) e Distress or disability (work/educational, social, or
personal impairment) e Differential diagnosis (substance use and physical disorders,
mood and psychotic disorders, body dysmorphic disorder, OCD, ordinary grooming)

Rosalind Brewer

“I don’t know why I do it, I just do it.” Rosalind Brewer had been referred to the mental
health clinic by her dermatologist. “T get to feeling sort of uptight, and if T just pop one
little strand loose, somehow it relieves the tension.” She selected a single strand of her
long blonde hair, twined it neatly twice around her forefinger, and tweaked it out. She
gazed at it a moment before dropping it onto the freshly vacuumed carpet.

Rosalind had been pulling out her hair for nearly half her 30 years. She thought it
had started during her sophomore or junior year in high school, when she was studying
for final exams. Perhaps the tingling sensation on her scalp had helped her stay awake;
she didn't know. “Now it’s a habit. I've always only pulled the hairs from the very top
of my head.”

The top of Rosalind’s head bore a round, almost bald spot about the size of a sil-
ver dollar. Only a few broken hairs and a sparse growth of new hair sprouted there. It
looked like a tiny tonsure.

“It used to make my mom really angry. She said I'd end up looking like Dad. She’d
order me to stop, but you know kids. I used to think I had her by the short hairs.” She
laughed a little. “Now that I want to stop, I can't.”

Rosalind had sucked her thumb until the age of 8, but otherwise her childhood
hadn’t been remarkable. Her physical health was good; she had no other compulsive
behaviors or obsessive thinking. She denied using drugs or alcohol. Although she had
no significant symptoms of depression, she admitted that her hair pulling was a serious
problem for her. She could wear a hairpiece to hide her bald spot, but the knowledge
that it was there had kept her from forming any close relationships with men.

“It’s bad enough looking like a monk,” Rosalind said. “But this thing has got me
living like one, too.”
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Evaluation of Rosalind Brewer

Rosalind’s symptoms of repeated hair pulling (criterion A) included the classic “tension
and release” that used to be required for a diagnosis of trichotillomania, but now is only
a frequent feature. She had no evidence of a dermatological disorder or other general
medical condition (D) that might explain the condition (she was referred by a derma-
tologist). The mental conditions that might be confused with trichotillomania would
include OCD, in which compulsions are performed not as an end to themselves, but as
a means of preventing anxiety. Hair pulling is sometimes found in body dysmorphic
disorder, but all would agree that Rosalind had a cosmetic flaw. Factitious disorder,
another possibility, would be ruled out because Rosalind gave no indication that she
wanted to be a patient. She had no psychosis or other evident mental disorder (espe-
cially mood disorder, E), except for her distress (C) at her inability to stop (B).
With a GAF score of 70, her complete diagnosis would be straightforward:

F63.3 [312.39] Trichotillomania

L98.1 [698.4] Excoriation (Skin-Picking) Disorder

Excoriation (skin-picking) disorder usually begins by adolescence, though sometimes
later. These patients spend much time—perhaps hours each day—digging at their
skin. Most will focus on head or face; fingernails tend to be the instruments of choice,
though some people employ tweezers. Tension prior to the act, as with other disorders
of impulse such as pyromania, is a frequent finding in these patients. Then the act of
picking may yield gratification; subsequent embarrassment or shame can delay treat-
ment. Infections are common, sometimes producing ulceration. Patients may use cos-
metics to conceal the scarring and excoriations; some will avoid social events as a result.

Other consequences can be dire. One patient picked so persistently at his neck
and scalp that he picked right through his skull and developed an epidural abscess. The
resultant quadriplegia resolved only partially; confined to a wheelchair, he ultimately
resumed picking. Of course, this is the extreme; however, scarring and less harmful
infections are common. Many patients will expend an hour or more each day engaged
in picking behavior or its consequences.

A third of patients with excoriation disorder currently have some other mental
disorder, most notably trichotillomania, a mood disorder, or OCD; some bite their nails.
Nearly half of patients with body dysmorphic disorder also pick at themselves. Excoria-
tion is found in people with developmental disabilities, especially in those with Prader—
Willi syndrome (see sidebar, p. 215).

For a “new” disorder (though it was described as early as 1889, its DSM-5 listing
is its first appearance as an official mental disorder), excoriation disorder is surprisingly
common; its prevalence is probably 2% or more. It tends to begin in adolescence and
runs a chronic course. By a large majority, these patients tend to be female; many have
relatives similarly afflicted.
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Essential Features of Excoriation (Skin-Picking)Disorder

The patient frequently tries to stop the repeated digging, scratching, or picking at
skin, which has caused lesions.

The Fine Print

The D's: e Duration (recurring) e Distress or disability (work/educational, social, or
personal impairment) e Differential diagnosis (substance use and physical disorders,
psychotic disorders, OCD, body dysmorphic disorder, stereotypic movement disorder)

Brittany Fitch

The evidence was stark: Brittany Fitch’s face was replete with pits and scars. A few of
her lesions were still inflamed, and one on her forehead had scabbed over. She’d cov-
ered her fingernails with tape.

When she was 11, Brittany had developed acne, which her mother would “relieve”
by squeezing the pustules and blackheads. Brittany endured long minutes standing
with her head wedged into a corner, her mother’s muscular fingers digging away “as if
for gold,” Brittany would recall years later. Released at last, she’d run to the bathroom
and dab cool water on her smarting, spotted face. She’d hated her mother.

Now in college, Brittany had taken over the squeezing and picking job, though she
knew it only led to more damaged skin. Several times a week she’d attack herself, usu-
ally just a few minutes at a time, but longer if she was alone in the bathroom. She felt
drawn to mirrors to inspect, to criticize her face; those inspections, inevitably, ushered
in further bouts of destruction. Because she felt ashamed of the damage she’d wreaked,
she avoided dating. It had been 6 months since she’d attended a play or a concert, even
by herself.

“I hope you can help me,” she said with a wry smile. “More than anything, I want
to stop being my mother.”

Evaluation of Brittany Fitch

Brittany’s condition isn't hard to diagnose. The spots and scars (criterion A) and the
taped fingernails (B) told much of the story, and her clinic visit testified to the distress
her symptoms were causing (C). The most important question at this point would be
this: Could another mental (or medical) disorder explain her symptoms? For that, her
clinician would have to dig a little deeper, so to speak, into her history to make sure she
didn’t have OCD (E). Of course she didn’t have body dysmorphic disorder: Her skin
condition was perfectly evident to anyone who looked.

As long as her clinician could find no evidence of a medical condition (such as
scabies or some other dermatological disease) or a substance use disorder (such as use
of cocaine or methamphetamines, in which the sensation of bugs crawling on or under
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the skin can precipitate picking, D), Brittany’s diagnosis seems secure. I would base her
GAF score (60) on the degree of social disability she experienced.

1.98.1 [698.4] Excoriation disorder

Substance/Medication-Induced Obsessive—Compulsive
and Related Disorder

Reports link obsessive—compulsive symptoms to use of codeine, cocaine, ecstasy, and
methamphetamine. If these criteria look an awful lot like those for substance-induced
anxiety disorders, it’s because the two sections were one and the same in DSM-IV.
That’s one reason I've elected not to include an additional vignette here. The other is
that these conditions are probably vanishingly rare.

A principal example is the foraging behavior noted in users of crack cocaine. For
a few hours at most, heavy users will inspect the carpet or bare floor looking for bits of
the drug they might have dropped. It always occurs as a withdrawal phenomenon, and
though they realize it is in vain, they feel helpless to resist.

Essential Features of Substance/Medication-Induced
Obsessive—Compulsive and Related Disorder

The use of some substance appears to have caused obsessions, compulsions, hoard-
ing, hair pulling, excoriation, or other recurring symptoms concerning the patient’s
own body.

The Fine Print

For tips on identifying substance-related causation, see sidebar, page 95.

The D’s: o Distress or disability (work/educational, social, or personal impairment)
Differential diagnosis (ordinary substance intoxication or withdrawal, delirium, physi-
cal disorders, OCD, anxiety disorders)

Coding Notes
Specify:

With onset during {intoxication{withdrawal}. This gets tacked on at the end of
your string of words.
With onset after medication use. You can use this in addition to other specifiers.

For specific coding procedures, see Tables 15.2 and 15.3 in Chapter 15.
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F06.8 [294.8] Obsessive—Compulsive and Related Disorder Due
to Another Medical Condition

Occasionally you'll encounter obsessive—compulsive symptoms that are associated with
another medical condition. Of course, association doesn’t prove causation, but an etio-
logical relationship has been claimed for Japanese B encephalitis and arachnoid cyst,
among others.

Obsessive—compulsive symptoms are also found with Sydenham’s chorea, which
results from streptococcus infection in children. Much has been written about the
pediatric autoimmune neuropsychiatric disorders associated with streptococcal infec-
tion (PANDAS), in which young children develop obsessions and compulsions as well as
tics and other symptoms, but without the motor disorder of chorea. After years of study,
a lot still isn’t known—including whether PANDAS is an actual entity, and whether the
alleged association is even genuine. (In 2013, a young man was arrested for planning
to bomb his own high school near Portland, Oregon. In his defense, he cited OCD due
to PANDAS)

Prader—Willi syndrome is a rare (about 1 in 50,000) disorder associated with a portion of
DNA mission from chromosome 15. The condition may be identified at birth with genetic
testing of markedly hypotonic babies. Though some individuals with this syndrome have
borderline normal intelligence, mild to moderate intellectual disability is common. Patients
typically have short stature and hypogonadism; insatiable appetite often results in severe
obesity. Some have mood symptoms and problems with impulse control. Patients with
Prader-Willi have also been reported to have hoarding behavior, foraging for food, skin
picking, and obsessions with cleanliness—almost a clean sweep of the disorders this
chapter comprises.

Essential Features of Obsessive—Compulsive and Related Disorder
Due to Another Medical Condition
A physical condition appears to have caused a patient to have obsessions, compul-

sions, hoarding, hair pulling, excoriation, or other recurrent symptoms concerning
the patient’s own body.

The Fine Print

For pointers on deciding when a physical condition may have caused a mental disor-
der, see sidebar, page 97.

The D's: o Distress or disability (work/educational, social, or personal impairment) e
Differential diagnosis (substance use disorders, delirium, mood and anxiety disor-
ders, OCD)



216 OBSESSIVE-COMPULSIVE AND RELATED DISORDERS

Coding Notes
Depending on presentation, specify:

With appearance preoccupations. For symptoms similar to body dysmorphic dis-
order.

With obsessive—compulsive disorder-like symptoms.

With hoarding symptoms.

With hair-pulling symptoms.

With skin-picking symptoms.

F42 [300.3] Other Specified Obsessive—Compulsive
and Related Disorder

This category (which you use, remember, when a patient has obsessive—compulsive
features but doesn't fully qualify for a diagnosis, and you want to say why) might be
appropriate in several situations, including these:

Symptoms similar to body dysmorphic disorder, but with actual flaws. The flaws
are there, all right, but the concern seems excessive.

Obsessional jealousy. Without qualifying for any other mental disorder, the patient
is distressed (or impaired) by a partner’s infidelity; as a result, repetitive behavior
or thoughts occur.

Symptoms similar to body dysmorphic disorder, but without repetitive behav-
iors.

F42 [300.3] Unspecified Obsessive—Compulsive
and Related Disorder

The patient has obsessions or compulsions or other behaviors that belong in this chap-
ter, and you don’t care to explain yourself.



Trauma-
and Stressor-Related Disorders

Quick Guide to Trauma- and Stressor-Related Disorders

Various types of stress and trauma are responsible for the disorders we’ll consider in this
chapter. By now, you know the drill: The page number following each item indicates where
a more detailed discussion begins.

Primary Trauma- and Stressor-Related Disorders

Reactive attachment disorder. There is evidence of pathogenic care in a child who habitually
doesn’t seek comfort from parents or surrogates (p. 231).

Disinhibited social engagement disorder. There is evidence of pathogenic care in a child
who fails to show normal reticence in the company of strangers (p. 231).

Posttraumatic stress disorder. These adolescents or adults repeatedly relive a severely trau-
matic event, such as combat or a natural disaster (p. 219).

Posttraumatic stress disorder in preschool children. Children repeatedly relive a severely
traumatic event, such as car accidents, natural disasters, or war (p. 223).

Acute stress disorder. This condition is much like posttraumatic stress disorder, except that
it begins during or immediately after the stressful event and lasts a month or less (p. 224).

Adjustment disorder. Following a stressor, an individual develops symptoms that disappear
once the cause of stress has subsided (p. 228).

Other specified, or unspecified, trauma- and stressor-related disorder. Patients whose stress
or trauma appears related to other presentations may be classified in one of these catego-
ries (pp. 233, 234).
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Other Problems Related to Trauma or Stress

Problems related to abuse or neglect. An astonishing number of Z-codes (V-codes in ICD-9)
cover the categories of difficulties that arise from neglect or from physical or sexual abuse
of children or adults (p. 594).

Separation anxiety disorder. The patient becomes anxious when separated from parent,
other attachment figure, or home (p. 188).

Introduction

Another new chapter for the DSMs incorporates certain diagnoses formerly listed as
anxiety, developmental, or adjustment disorders. The unifying factor here is that some-
thing traumatic or stressful in the patient’s history appears to be at least partly respon-
sible for the symptoms that develop. It is part of a trend toward grouping together
patients of any age who have the right mix of symptoms, rather than separating patients
by developmental stage.

Many diagnoses include statements about what is not causative, but here is the only full
DSM-5 section that presumes any etiology at all, let alone one rooted in the psychology of
a pathological developmental process.

In the instances of reactive attachment and disinhibited social engagement disor-
ders, there must be evidence of pathogenic care; for posttraumatic stress disorder (PTSD)
and its cousins, a horrific event; for adjustment disorder a stressful—well, stressor. The
respective criteria sets permit us to check off the fulfilled criteria and go on our way, per-
haps thinking that we’ve solved the puzzle.

While we rejoice that we’ve successfully determined a cause—effect relationship,
nagging at the back of our minds must be a sense that there is more to the story. Other-
wise, why do some people become symptomatic while others, exposed to the (as nearly
as we can tell) exact same stimulus, go untrammeled on their way? Furthermore, studies
have demonstrated that, sooner or later, significant stressors will visit the majority of us.
Shouldn’t we conclude that the stimulus in question is necessary, but not sufficient, for the
outcome observed?

At least this DSM-5 chapter has herded most of these etiology-specific diagnoses
into one corral, where we can keep a watchful eye on them.
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F43.10 [309.81] Posttraumatic Stress Disorder

Many people who survive severely traumatic events will develop PTSD. Survivors of
combat are the most frequent victims, but it is also encountered in those who have
experienced other disasters, both natural and contrived. These include rape, floods,
abductions, and airplane crashes, as well as the threats that may be posed by a kidnap-
ping or hostage situation. Children can have PTSD as a result of inappropriate sexual
experience, whether or not actual injury has occurred. PTSD can be diagnosed even in
those who have only learned about severe trauma (or its threat) suffered by someone to
whom they are close—children, spouses, other close relatives. One or two in every 1,000
patients who have undergone general anesthesia have afterwards reported awareness of
pain, anxiety, helplessness, and the fear of impending death during the procedure; up
to half of them may subsequently develop PTSD symptoms. Implicitly excluded from
the definition are stressful experiences of ordinary life, such as bereavement, divorce,
and serious illness. Awakening from anesthesia while your surgery is still in progress,
however, would qualify as a traumatic event, as would learning about a spouse’s sudden,
accidental death or a child’s life-threatening illness. Watching TV images of a calamity
would not be a sufficient stressor (except if the viewing was related to the person’s job).

After some delay (symptoms usually don’t develop immediately after the trauma),
the person in some way relives the traumatic event and tries to avoid thinking about it.
There are also symptoms of physiological hyperarousal, such as an exaggerated startle
response. Patients with PTSD also express negative feelings such as guilt or personal
responsibility (“I should have prevented it”).

Aside from the traumatic event itself, other factors may play a role in the devel-
opment of PTSD. Individual factors include the person’s innate character structure
and genetic inheritance. Relatively low intelligence and low educational attainment
are positively associated with PTSD. Environmental influences include relatively low
socioeconomic status and membership in a minority racial or ethnic group.

In general, the more horrific or more enduring the trauma, the greater will be the
likelihood of developing PTSD. The risk runs to one-quarter of the survivors of heavy
combat and two-thirds of former prisoners of war. Those who have experienced natural
disasters such as fires or floods are generally less likely to develop symptoms. (Overall
lifetime prevalence of PTSD is estimated at about 9%, though European researchers
usually report lower overall rates.) Older adults are less likely to develop symptoms than
are younger ones, and women tend to have somewhat higher rates than do men. About
half the patients recover within a few months; others can experience years of incapacity.

In children, the general outline is pretty much the same as the five general points
given in the list of typical symptoms, though the emphasis on symptom numbers dif-
fers, as discussed below (p. 223).

Mood, anxiety, and substance use disorders are frequently comorbid. A new speci-
fier reflects findings that in perhaps 12-14% of patients, dissociation is important in the
development and maintenance of PTSD symptoms.
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Essential Features of Posttraumatic Stress Disorder

Something truly awful has happened. One patient has been gravely injured or per-
haps sexually abused; another has been closely involved in the death or injury of
someone else; a third has only learned that someone close experienced an accident
or other violence, whereas emergency workers (police, firefighters) may be trauma-
tized through repeated exposure.

As a result, for many weeks or months these patients:

e Repeatedly relive their event, perhaps in nightmares or upsetting dreams,
perhaps in intrusive mental images or dissociative flashbacks. Some people
respond to reminders of the event with physiological sensations (racing heart,
shortness of breath) or emotional distress.

e Take steps to avoid the horror: refusing to watch films or television or to read
accounts of the event, or pushing thoughts or memories out of consciousness.

e Turn downbeat in their thinking: with persistently negative moods, they
express gloomy thoughts (“I'm useless,” “The world’s a mess,” “I can’t believe
anyone.”) They lose interest in important activities and feel detached from
other people. Some experience amnesia for aspects of the trauma; others
become numb, feeling unable to love or experience joy.

e Experience symptoms of hyperarousal: irritability, excessive vigilance, trouble
concentrating, insomnia, or an intensified startle response.

The Fine Print

The D’s: e Duration (1+ months) e Distress or disability (work/educational, social, or
personal impairment) e Differential diagnosis (substance use and physical disorders
[especially traumatic brain injury]l, mood and anxiety disorders, normal reactions to
stressful events)

Coding Notes
Specify if:

With delayed expression. Symptoms sufficient for diagnosis didn't accumulate
until at least six months after the event.
With dissociative symptoms:

Depersonalization. This indicates feelings of detachment, as though dream-
ing, from the patient’s own mind or body.

Derealization. To the patient, the surroundings seem distant, distorted,
dreamlike, or unreal.
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Barney Gorse

“Theyre gooks! The place is staffed with gooks!”

Someone sitting behind Barney Gorse had dropped a book onto the tile floor, and
that had set him off. Now he had backed into a corner in the waiting room of the mental
health clinic. His pupils were widely dilated, and perspiration stood out on his fore-
head. He was panting heavily. He pointed a shaky finger at the Asian student who stood
petrified on the other side of the room. “Get this goddamn gook out of here!” He made
a fist and lumbered off in the direction of the student.

“Hang on, Barney. It's OK.” Barney’s new therapist took him firmly by the elbow
and led him to a private office. They sat there in silence for a few minutes, while
Barney’s breathing gradually returned to normal and the clinician reviewed his
chart.

Barney Gorse was 39 now, but he had been barely 20 when his draft number came
up and he joined the Ninth Infantry Division in Vietnam. At that time President Nixon
was “winding down the war,” which made it seem all the more painful when Barney’s
squad was hit by mortar fire from North Vietnamese regulars.

He had never talked about it, even during “anger displacement” group ther-
apy with other veterans. Whenever he was asked to tell his story, he would fly into
a rage. But something truly devastating must have happened to Barney that day.
The reports mentioned a wound in the upper thigh; he had been the only member
of his squad to survive the attack. He had been awarded a Purple Heart and a full
pension.

Barney hadn’t been able to remember several hours of the attack at all. And he had
always been careful to avoid films and television programs about war. He said he’d had
enough of it to last everybody’s lifetime; in fact, he had gone to some lengths to avoid
thinking about it. He celebrated his discharge from the Army by getting drunk, which
was how he remained for 6 years. When he finally sobered up, he turned to drugs.
Even they hadn’t been enough to obliterate the nightmares that still haunted him; he
awakened screaming several times a week. Sudden noises would startle him into a
panic attack.

Now, thanks to disulfiram and a chaplain in the county jail where he had been held
as a persistent public nuisance, Barney had been clean and sober for 6 months. On the
condition that he would seek treatment for his substance use, he had been released.
The specialists in substance misuse treatment had quickly recognized that he had other
problems, and that had led him here.

Last week when they met, the therapist had reminded him again that he needed
to dig into his feelings about the past. Barney had responded that he didn’t have any
feelings; they’d dried up on him. For that matter, the future didn’t look so good, either:
“Got no job, no wife, no kids. T just wasn’t meant to have a life.” He got up and put his
hand on the doorknob to leave. “It’s no use. I just can't talk about it.”
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Evaluation of Barney Gorse

Let’s summarize and restate the criteria that must be fulfilled to diagnose PTSD.

1.

There must be severe trauma (criterion A). Barney’s occurred in the context
of combat, but a variety of civilian stressors can also culminate in death, seri-
ous injury, or sexual abuse. Two features must be present for the stressor to
be considered sufficiently traumatic: (a) It must involve the fact or threat of
death, severe wounds or injuries, or sexual violation; and (b) it must be person-
ally experienced by the patient in some way—through direct observation (not
viewed on TV), through personal involvement, or through information obtained
after the fact that it involved a relative or close friend. A first responder (police
officer, ambulance attendant) could also qualify through repeated exposure to
consequences of the horrific event (think workers at Ground Zero shortly after
9/11). Divorce and death of a spouse from cancer, though undeniably stressful,
are relatively commonplace and expected; they don't qualify.

. Through some intrusive mechanism, the patient relives the stress. Barney had

flashbacks (B3), during which he imagined himself actually back in Vietnam.
He also experienced rather intense responses to an external cue (seeing a staff
member who, to him, resembled a Viet Cong soldier). Less dramatic forms
of recollection include recurrent ordinary memories, dreams, and any other
reminder of the event that results in distress or physiological symptoms.

The patient attempts (wittingly or not) to achieve emotional distance from the
stressful event by avoiding reminders of the trauma. The reminders can be
either internal (feelings, thoughts) or external (people, places, activities). Bar-
ney refused to watch movies and TV programs or to talk about Vietnam (C).

The patient experiences expressions (two or more) of negative mood and
thoughts related to the trauma. Barney’s included amnesia for much of his time
in combat (D1), a persistently negative frame of mind (“T wasn’t meant to have a
life”—D4), and the lack of positive mood states (his feelings had “dried up” on
him, D7).

Finally, for PTSD, patients must have at least two symptoms of heightened
arousal and reactivity associated with the traumatic event. Barney suffered
from insomnia (E6) and a severe startle response (E4); others may experience
general irritability, poor concentration, or excessive vigilance. As with all symp-
toms, the clinician would have to determine that these symptoms of arousal had
not been apparent before Barney’s Vietnam trauma.

Barney’s symptoms had persisted far longer than the required minimum of 1
month (F); were obviously stressful and impaired his functioning in a number of areas
(G); and could not be attributed to the direct effects of substance use—now that he’d
been clean and sober for half a year (H).
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The experience of severe trauma in combat and the typical symptoms would ren-
der any other explanation for Barney’s symptoms unlikely. A patient with intermittent
explosive disorder might become aggressive and lose control, but wouldnt have the
history of trauma. Still, clinicians must always be alert to the possibility of another
medical condition (H) that might produce anxiety symptoms and could be diagnosed
instead of or in addition to PTSD. For example, head injuries would be relatively com-
mon among veterans of combat or other violent trauma; we’d have to mention and code
any accompanying brain injury. Situational adjustment disorder shouldn’t be confused
with PTSD: The severity of the trauma would be far less, and the effects would be
transient and less dramatic.

In PTSD, comorbidity is the rule rather than the exception. Barney had used drugs
and alcohol; his clinician would have gathered additional information about use of other
substances and mentioned them in his diagnostic summary. Of combat veterans who
have PTSD, half or more also have a problem with a substance use disorder, and use
of multiple substances is common. Anxiety disorders (phobic disorders, generalized
anxiety disorder) and mood disorders (major depressive disorder and dysthymia) are
likewise common in this population. Dissociative amnesia may also occur. Any coexist-
ing personality disorder would be explored, but it is hard to make a definitive diagnosis
when a patient is acutely ill from PTSD. Malingering is also a diagnosis to consider
whenever there appears to be a possibility of material gain (insurance, disability, legal
problems) resulting from an accident or physical attack.

Although the vignette is imprecise on this point, Barney’s symptoms probably
began by the time he was discharged from the military, so he would not rate the speci-
fier with delayed onset. The vignette doesn’t provide encouragement to add with promi-
nent dissociation. I'd give him a GAF score of 35. Pending further information on
substance use, Barney’s diagnosis would read as follows:

F43.10 [309.81] Posttraumatic stress disorder

F10.20 [303.90] Alcohol use disorder, moderate, in early remission
760.2 [V60.3] Lives alone

756.9 [V62.29] Unemployed

There is still considerable controversy over the specifier with delayed expression. Many
experts deny that symptoms of PTSD can begin many months or years after the trauma.
Nonetheless, it is there to use, should you ever find it appropriate.

Posttraumatic Stress Disorder in Preschool Children

There can be no doubt that preschool children are sometimes exposed to traumatic
events. Mostly, these are car accidents, natural disasters, and war—in short, all the
benefits contemporary life has to offer. The question is, do very young children respond
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with typical PTSD symptoms? The best evidence would seem to indicate that they do,
but with a likelihood much lower (0-12%) than for older children.

Table 6.1 compares the DSM-5 criteria for PTSD in young children, PTSD in
adults, and acute stress disorder (to be discussed next). The revamped criteria for PTSD
in young children are, as we would hope, more sensitive to symptoms in this age group.
Based on interviews with parents, they yield rates in children who have survived severe
burns of 25% and 10% at 1 month and 6 months, respectively.

F43 [308.3] Acute Stress Disorder

Based on the observation that some people develop symptoms immediately after a
traumatic stress, acute stress disorder (ASD) was devised several decades ago. Even
then, this wasnt exactly new information; something similar was noted as far back
as 1865, just after the U.S. Civil War. For many years it was termed “shell shock.”
Like PTSD, ASD can also be found among civilians. Overall rates of ASD, depending
on the nature of the trauma and personal characteristics of the individual, center on
20%.

Though the number and distribution of symptoms is different, the criteria embody
the same elements required for PTSD:

e Exposure to an event that threatens body integrity
e Reexperiencing the event

Avoidance of stimuli associated with the event

Negative changes in mood and thought

Increased arousal and reactivity

Distress or impairment

The symptoms usually begin as soon as the patient is exposed to the event (or
learns about it), but they must be experienced farther out than 3 days after the stressful
event to fulfill the criterion for duration. This gets us to a period of time beyond the
stressful event itself and its immediate aftermath. Should symptoms last longer than 1
month, they are no longer acute and no longer constitute ASD. Then many patients will
be rolled over into a diagnosis of PTSD. This is the fate of as many as 80% of patients
with ASD. However, patients with PTSD don’t usually enter through the ASD door-
way; most are identified farther along the road than one month.
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TABLE 6.1. Comparison of PTSD in Preschool Children, PTSD in Adults, and Acute

Stress Disorder

Child PTSD

Adult PTSD

Acute Stress Disorder

Direct experience
Witness (not just TV)
Learn of

Intrusion symptoms (1/5)¢
e Memories
e Dreams

e Dissociative reactions

Psychological distress

Physiological reactions

Avoid/Neg. emotions (1/6)
e Avoids memories

e Avoids external reminders

e Negative emotional state
e Decreased interest

Social withdrawal

e Decreased positive emotions

Physiological (2/5)
e Irritable, angry

Hypervigilance
Startle

e Poor concentration

Sleep disturbance

>1 month

Trauma
Direct experience
Witness
Learn of

Repeat exposure (not just TV)

Intrusion symptoms (1/5)
e Memories
e Dreams

e Dissociative reactions

Psychological distress

Physiological reactions

Avoidance (1/2)
e Avoids memories

e Avoids external reminders

Negative emotions (2/7)

e Amnesia

e Negative beliefs

e Distortion — self-blame
e Negative emotional state
e Decreased interest
Detached from others

No positive emotions

Physiological (2/6)

e Irritable, angry

e Reckless, self-destructive
e Hypervigilance

o Startle

e Poor concentration

Sleep disturbance

Duration
>1 month

Direct experience
Witness
Learn of

Repeat exposure (not just TV)

All symptoms (9/14)

Memories
Dreams
Dissociative reactions

Psychological distress or
physiological reactions

Avoids memories

Avoids external reminders

Altered sense of reality of self or
surroundings

Amnesia

No positive emotions

Irritable, angry

Hypervigilance
Startle
Poor concentration

Sleep disturbance

3 days—1 month

“Fractions indicate the number of symptoms required of the number possible in the following list.
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Essential Features of Acute Stress Disorder

Something truly awful has happened—grave injury or sexual abuse, or perhaps the
traumatic death or injury of someone else. (It could have come about through learn-
ing another has experienced violence or injury, or through repeated exposure for
an emergency worker.) As a result, for up to a month the patient experiences many
symptoms such as intrusive memories or bad dreams; dissociative experiences such
as flashbacks or feeling unreal; the inability to experience joy or other love; amnesia
for parts of the event; attempts to avoid reminders of the event (refusing to watch
films or television or to read accounts of the event); pushing thoughts or memories
out of consciousness. The patient may also experience symptoms of hyperarousal:
irritability, hypervigilance, trouble concentrating, insomnia, or an intense startle
response.

The Fine Print

The D’s: e Duration (3 days to 1 month) e Distress or disability (work/educational,
social, or personal impairment) e Differential diagnosis (substance use and physical
disorders (especially traumatic brain injury), panic disorder, mood disorders, dissocia-
tive disorders, PTSD)

Marie Trudeau

Marie Trudeau and her husband, André, sat in the intake interviewer’s office. Marie
was the patient, but she spent most of the time rubbing the knuckles of one hand and
gazing vacantly into the room. André did most of the talking.

“T just can’t believe the change in her,” he said. “A week ago, she was completely
normal. Never had anything like this in her life. Heck, she’s never had anything wrong
with her. Then, all of a sudden, boom! She’s a mess.”

At André’s exclamation, Marie jerked around to face him and rose half out of her
chair. For a few seconds she stood there, frozen except for her gaze, which darted from
one side of the room to the other.

“Aw, geez, I'm sorry, honey. I forgot.” He put his arm around her. Grasping her
shoulders firmly but gently, he eased her back into the chair. He held her there until she
began to relax her grip on his arm.

A week earlier, Marie had just finished her gardening and was sitting in the back
yard with a lemonade, reading a book. When she heard airplane engines, she looked
up and saw two small planes flying high overhead, directly above her. “My God,” she
thought, “theyre going to collide!” As she watched in horror, they did collide.

She could see perfectly. The sun was low, highlighting the two planes brilliantly
against the deep blue of the late afternoon sky. Something seemed to have been torn
off one of them—the news media later reported that the right wing of one plane had
ripped right through the cockpit of the other. Thinking to call 911, Marie picked up her
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portable phone, but she didn’t dial. She could only watch as two tiny objects suddenly
appeared beside the stricken airplanes and tumbled toward her in a leisurely arc.

“They weren't objects, they were people.” It was the first time she had spoken
during the interview. Marie’s chin trembled, and a lock of hair fell across her eye. She
didn’t try to brush it back.

As she continued to watch, one of the bodies hurtled into her yard 15 feet from
where she was sitting. It buried itself 6 inches deep in the soft earth behind her rose
bushes.

What happened next, Marie seemed to have blanked out completely. The other
body landed in the street a block away. Half an hour later, when the police knocked on
her door, they found her in the kitchen peeling carrots for supper and crying into the
sink. When André arrived home an hour after that, she seemed dazed. All she would
say was “I'm not here.”

In the 6 days since, Marie hadn’t improved much. Although she might start a con-
versation, something would appear to distract her, and she would usually trail off in
midsentence. She couldn’t focus much better on her work at home. Amy, their 9-year-
old daughter, seemed to be taking care of her. Sleep had slipped to a restless struggle,
and three nights running Marie had awakened from a dream, trying to cry out but man-
aging only a terrified squeak. She kept the blinds in the kitchen closed, so she wouldn’t
even have to look into the back yard.

“It’s like someone I saw in a World War II movie,” André concluded. “You'd think

she’d been shell-shocked.”

Evaluation of Marie Trudeau

Anxiety and depressive symptoms are nearly universal following a severe stress. Usu-
ally these are relatively short-lived, however, and do not include the full spectrum of
symptoms required for ASD. This diagnosis should only be considered when major
symptoms last 3 days or more after personal exposure to a horrific event. Such an event
was the plane crash Marie witnessed (criterion A2). She was dazed (B6) and emotion-
ally unresponsive (B5), and could not recall what had happened during part of the acci-
dent (B7). When she could sleep at all (B10), she had nightmares (B2); she also avoided
looking into the back yard (B9), startled easily (B14), and even in the interviewer’s office
appeared hypervigilant (B12). From her inability to finish conversations, we infer poor
concentration (B13), as she was distracted by intrusive recollections of the event (B1). As
far as we are aware, she had had none of these symptoms (DSM-5 requires 9 of the 14
symptoms listed in criterion B) prior to witnessing the accident. Since then, just a week
earlier (C), she had been unable to carry on with her work at home (D).

Would any other diagnosis be possible? According to André, Marie’s previous
health had been good, reducing the likelihood of another medical condition (E). We
aren’t told whether she used alcohol or drugs, though the fact that she was drinking
lemonade at the time of the crash could suggest that she did not. (OK, I'm definitely
out on a limb here; her clinician needs to rule out a substance use disorder.) Brief
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psychotic disorder would be ruled out by the lack of delusions, hallucinations, or dis-
organized behavior or speech.

Patients with ASD are likely to have severe depressive symptoms (“survivor’s
guilt”), to the point that a concomitant diagnosis of major depressive disorder may
sometimes be justified; Marie deserves further investigation along those lines. Until
then, with a GAF score of 61, her diagnosis would be straightforward:

F43.0 [308.3] Acute stress disorder

Adjustment Disorder

Patients with adjustment disorder (AD) may be responding to one stress or to many;
the stressor may happen once or repeatedly. If the stressor goes on and on, it can even
become chronic, as when a child lives with parents who fight continually. In clinical sit-
uations, the stressor has usually affected only one person, but it can affect many (think
flood, fire, and famine). However, almost any relatively commonplace event could be a
stressor for someone. Those most often cited for adults are getting married or divorced,
moving, and financial problems; for adolescents, they are problems at school. Whatever
the nature of the stressor, patients feels overwhelmed by the demands of something in
the environment.

As a result, they develop emotional symptoms such as low mood, crying spells,
complaints of feeling nervous or panicky, and other depressive or anxiety symptoms—
which must not, however, meet criteria for any defined mood or anxiety disorder. Some
patients have mainly behavioral symptoms—especially ones we might think of as
conduct symptoms, such as driving dangerously, fighting, or defaulting on responsibili-
ties.

The course is usually relatively brief; DSM-5 criteria specify that the symptoms
must not persist longer than 6 months after the end of the stressor or its consequences.
(Some studies report that a large minority of patients continue to have symptoms longer
than the 6-month limit.) Of course, if the stressor is one that will be ongoing, such as a
chronic illness, it may take a very long time for the patient to adjust.

Although AD has been reported in 10% or more of adult primary care patients, and
in huge percentages of mental health patients, one recent study found a prevalence of
only 3%; many of these patients were being inappropriately treated with psychotropic
medications, and in only two cases had the AD diagnosis been made. The discrepancies
probably rest on the rather poorly developed criteria and on the (mistaken) view of AD
as a residual diagnosis.

AD is found in all cultures and age groups, including children. It may be more
firmly anchored in adults than in adolescents, whose early symptoms often evolve into
other, more definitive mental disorders. The reliability and validity of AD tend to be
quite low. In a recent study, in under two-thirds of patients receiving the clinical diag-
nosis of AD could it be subsequently confirmed with ICD-10 criteria.
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Personality disorders or cognitive disorders may make a person more vulnerable
to stress, and hence to AD. Patients in whom AD is diagnosed often misuse substances
as well.

Essential Features of Adjustment Disorder

A stressor causes someone to develop depression, anxiety, or behavioral symptoms—
but the response exceeds what you'd expect for most people in similar circumstances.
After the stressor has ended, the symptoms might drag on, but not longer than 6
more months.

The Fine Print

The D’s: e Duration (starts within 3 months of stressor’s onset, stops within 6 months
of stressor’s end) e Distress or disability (work/educational, social, or personal impair-
ment) e Differential diagnosis (just about everything you can name: substance
use and physical disorders, mood and anxiety disorders, trauma-related disorders,
somatic symptom disorder, psychotic disorders, conduct and other behavior disor-
ders, milder reactions to life's stresses, normal bereavement)

Coding Notes
Specify:

F43.21 [309.0] With depressed mood. The patient is mainly tearful, sad.

FA43.22 [309.24] With anxiety. The patient is mainly nervous, tense, or fearful of
separation.

F43.23 [309.28] With mixed anxiety and depressed mood. Symptoms combine
the preceding.

F43.24 [309.3] With disturbance of conduct. The patient behaves inappropri-
ately or unadvisedly, perhaps violating societal rules, norms, or the rights
of others.

F43.25 [309.4] With mixed disturbance of emotions and conduct. The clinical
picture combines emotional and conduct symptoms.

FA43.20 [309.9] Unspecified. Use for other maladaptive stress-related reactions,
such as physical complaints, social withdrawal, work or academic inhibition.

Specify if:

Acute. The condition has lasted less than 6 months.
Persistent (or chronic). 6+ months duration of symptoms, though still not lasting
more than 6 months after the stressor has ended.
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Clarissa Wetherby

“I know it’s temporary, and I know I'm overreacting. I sure don’t want to, but I just feel
upset!”

Clarissa Wetherby was speaking of her husband’s new work schedule. Arthur
Wetherby was foreman on a road-paving crew whose current job was to widen and
resurface a portion of the interstate highway just a few miles from the couple’s house.
Because the section the crew was working on involved an interchange with another
major highway, the work had to be done at night.

For the past 2 months, Arthur had slept days and gone to work at 8:00 .M. Clarissa
worked the day shift as cashier in a restaurant. Except on weekends, when he tried to
revert to a normal sleep schedule so he could be with her, they hardly ever saw one
another. “T feel like I've been abandoned,” she said.

The Wetherbys had been married only 3 years, and they had no children. Each
partner had been married once before; each was 35. Neither drank or used drugs.
Clarissa’s only previous encounter with the mental health system had occurred 7 years
earlier, when her first husband had left her for another man. “I respected his right not
to continue living a lie,” she said, “but I felt terribly alone and humiliated.”

Clarissa’s symptoms now were much as they had been then. Most of the time when
she was at work, she felt “about normal” and maintained good interest in what she was
doing. But when alone at home in the evenings, she would be overwhelmed by waves
of sadness. These left her virtually immobilized, unable even to turn on the television
for company. She often cried to herself and felt guilty for giving in to her emotions. “It’s
not as if someone had died, after all.” Although she had some difficulty getting to sleep
at night, she slept soundly in the morning. Her weight was constant, her appetite was
good, and she had no suicidal ideas or death wishes. She did not report any problems
with her concentration. She denied ever having mania symptoms.

The previous time she’d sought help, she had remained depressed and upset until
a few weeks after the divorce was final. Then she seemed suddenly able to put it behind
her and begin dating once again.

“T know T'll feel better, once Arthur gets off that schedule,” she said. “I guess it just
makes me feel worthless, playing second fiddle to an overpass.”

Evaluation of Clarissa Wetherby

As she herself recognized, Clarissa’s reaction to the stress of her husband’s work sched-
ule might be considered extreme by some observers. That is one of the important points
of this diagnosis: The patient’s misery seems disproportionate to the apparent degree of
the stress that has caused it (criterion B1). Her history provides a clue as to the source
of her reaction: She was reminded of that awful time when her previous husband aban-
doned her—for good, and under circumstances that she considered humiliating. It is
important, however, always to consider carefully whether a patient’s reaction occurs as
a nonpathological response to a genuine danger, which was not the case with Clarissa.
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The time course of Clarissa’s symptoms was right for AD: They developed shortly
after she learned about Arthur’s new work schedule (A). Although we have no way
of knowing how long this episode might last, her previous episode ended after a few
months, when the aftermath of her divorce had subsided (E). Of course, bereavement
didn’t enter into her differential diagnosis (D).

Note that AD is not intended as a residual diagnosis, though it is often used that
way. Nonetheless, it does come at the end of a long differential diagnosis that com-
prises every other condition listed in DSM-5 (C). For Clarissa, the symptoms of mood
disorder were the most prominent. She had never been manic, so could not qualify for
a bipolar disorder. She had low mood, but only when alone in the evenings (not most
of the day). She maintained interest in her work (rather than experiencing loss of inter-
est in nearly all activities). Without at least one of these symptoms, there could not be
a diagnosis of major depressive disorder, regardless of her guilt feelings, low energy,
and trouble getting to sleep at night. Of course, her symptoms had lasted far less than
2 years, ruling out dysthymia. Although she remained fully functional at work, she was
seriously distressed, fulfilling the severity requirement.

The question of PTSD (and acute stress disorder) often arises in the differential
diagnosis of AD. Each of those diagnoses requires that the stressor threaten serious
harm and that the patient react with a variety of responses; Clarissa did not fulfill
these conditions. She similarly did not have symptoms that would suggest generalized
anxiety disorder, another diagnosis prominent in the differential for AD. A personality
disorder may worsen (and hence become more apparent) with stress, but there is no
hint that Clarissa had any lifelong character pathology. I'd assign her a GAF score of 61.

F43.21 [309.0] Adjustment disorder, with depressed mood, acute

Although some data support the utility of AD, which has been used clinically for decades,
I recommend reserving it as a diagnosis of “almost last resort.” There are several reasons
for this warning.

For one thing, we probably too often use it when we simply have no better idea of
what is going on. For another, the DSM-5 criteria do not tell us how we are to differentiate
ordinary events from those that are stressful enough to cause depression, anxiety, or aber-
rant behavior. | suspect that an event is singled out solely on the basis that it causes and
emotional or behavioral problem, and that seems to me a tad circular.

F94.1 [313.89] Reactive Attachment Disorder
F94.2 [313.89] Disinhibited Social Engagement Disorder

In two apparently rare but extremely serious disorders, children who have been mis-
treated (by accident or design) respond by becoming either extremely withdrawn or
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pathologically outgoing. For neither disorder do we have a lot of information, placing
these two among the least well understood of mental disorders that affect children (or
adults, for that matter).

Each disorder is conceived as a reaction to an environment in which the child
experiences caregiving that is inconstant (frequent change of parent or surrogate) or
pathological (abuse, neglect). One of two patterns then develops.

In reactive attachment disorder (RAD), even young infants withdraw from social
contacts, appearing shy or distant. Inhibited children will resist separation by tantrums
or desperate clinging. In severe cases, infants may exhibit failure-to-thrive syndrome,
with head circumference, length, and weight hovering around the 3rd percentile on
standard growth charts.

By contrast, a child’s response in disinhibited social engagement disorder (DSED)
borders on the promiscuous. Small children eschew normal wariness and boldly
approach strangers; instead of clinging, they may instead appear indifferent to the
departure of a parent. In both subtypes, the abnormal responses are more obvious
when the main caregiver is absent.

Factors that indicate increased risk for either RAD or DSED include being reared
in an orphanage or other institution; protracted hospitalizations; multiple and frequent
changes in caregivers; severe poverty; abuse (the gamut of physical, emotional, and
sexual); and a family riven by death, divorce, or discord. Complications associated with
these disorders include stunted physical growth, low self-esteem, delinquency, anger
management issues, eating disorders, malnutrition, depression or anxiety, and later sub-
stance misuse.

In either disorder, a constant, nourishing relationship with a sensitive caregiver is
required to reestablish adequate physical and emotional growth. Without such a rem-
edy, the conditions tend to persist into adolescence. There has been almost no follow-up
into adult life; despite a dearth of reliable information, you will (of course) find websites.

DSM-IV listed these two conditions as subcategories of one disorder. Because of
differences in symptoms, course, treatment response, and other correlates, DSM-5 now
treats them as separate diagnoses—despite their supposed common etiology. However,
some children will appear withdrawn when very young, then become disinhibited
later, whereas others have symptoms of both conditions simultaneously. The upshot is
that some observers find the dichotomy a bit forced.

Essential Features of Reactive Attachment Disorder

Adverse child care (abuse, neglect, caregiving insufficient or changed too frequently)
has apparently caused a child to withdraw emotionally; the child neither seeks nor
responds to soothing from an adult. Such children will habitually show little emo-
tional or social response; far from having positive affect, they may experience peri-
ods of unprovoked irritability or sadness.
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The Fine Print

The presumption of causality stems from the temporal relationship of the traumatic
child care to the disturbed behavior.

The D’s: ¢ Demographics (begins before age 5; child has developmental age of at
least 9 months) e Differential diagnosis (autism spectrum disorder, intellectual dis-
ability, depressive disorders)

Coding Notes
Specify if:

Persistent. Symptoms are present longer than 1 year.
Severe. All symptoms are present at a high level of intensity.

Essential Features of Disinhibited Social Engagement Disorder

Adverse child care (abuse, neglect, caregiving insufficient or changed too frequently)
has apparently caused a child to become unreserved in interactions with strange
adults. Such children, rather than showing typical first-acquaintance shyness, will
little hesitate to leave with a strange adult; they don’t “check in” with familiar care-
givers, and readily become excessively familiar. In so doing, they may cross normal
cultural and social boundaries.

The Fine Print

The presumption of causality stems from the temporal relationship of the traumatic
child care to the disturbed behavior.

The D’s: ¢ Demographics (child has developmental age of at least 9 months) e Differ-
ential diagnosis (autism spectrum disorder, intellectual disability, ADHD)

Coding Notes
Specify if:

Persistent. Symptoms are present longer than 1 year.
Severe. All symptoms are present at a high level of intensity.

F43.8 [309.89] Other Specified Trauma- or Stressor-
Related Disorder

This diagnosis will serve to categorize those patients for whom there is an evident
stressor or trauma, but who for a specific, stated reason don't fulfill criteria for any of the
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standard diagnoses already mentioned above. DSM-5 gives several examples, including
two forms of adjustment-like disorders (one form with delayed onset and another with
prolonged duration relative to adjustment disorder). Others are as follows:

Persistent complex bereavement disorder. For at least a year, a patient experi-
ences intense grief for someone close who has died. There may be yearning and
preoccupation of thoughts for the person, or continuing ruminations over the cir-
cumstance of death. A number of other symptoms express the patient’s loss of iden-
tity and reactive distress. Proposed criteria and discussion are given in Section III

of DSM-5 on page 789.

Various cultural syndromes. You'll find a number of these in an appendix in DSM-
5, page 833.

F43.9 [309.9] Unspecified Trauma- or Stressor-Related Disorder

This diagnosis will serve to categorize those patients for whom there is an evident
stressor or trauma, but who don’t fulfill criteria for any of the standard diagnoses
already mentioned above, and for whom you do not care to specify the reasons why the
criteria are not fulfilled.



Dissociative Disorders

Quick Guide to the Dissociative Disorders

Dissociative symptoms are principally covered in this chapter, but there are some conditions
(especially involving loss or lapse of memory) that are classified elsewhere. Yep, the page
number following each item indicates where a more detailed discussion begins.

Primary Dissociative Disorders

Dissociative amnesia. The patient cannot remember important information that is usually of
a personal nature. This amnesia is usually stress-related (p. 239).

Dissociative identity disorder. One or more additional identities intermittently seize control
of the patient’s behavior (p. 245).

Depersonalization/derealization disorder. There are episodes of detachment, as if the
patient is observing the patient’s own behavior from outside. In this condition, there is no
actual memory loss (p. 237).

Other specified, or unspecified, dissociative disorder. Patients who have symptoms sugges-
tive of any of the disorders above, but who do not meet criteria for any one of them, may be
placed in one of these two categories (p. 248).

Other Causes of Marked Memory Loss

When dissociative symptoms are encountered in the course of other mental diagnoses, a
separate diagnosis of a dissociative disorder is not ordinarily given.

Panic attack. Some patients panic may experience depersonalization or derealization as part
of an acute panic attack (p. 173).

235
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Posttraumatic stress disorder. A month or more following a severe trauma, the patient may
not remember important aspects of personal history (p. 219).

Acute stress disorder. Imnmediately following a severe trauma, patients may not remember
important aspects of personal history (p. 224).

Somatic symptom disorder. Patients who have a history of somatic symptoms that cannot
be explained on the basis of known disease mechanisms can also forget important aspects
of personal history (p. 251).

Non-rapid eye movement sleep arousal disorder, sleepwalking type. Sleepwalking resem-
bles the dissociative disorders, in that there is amnesia for purposeful behavior. But it is clas-
sified elsewhere in order to keep all the sleep disorders together (p. 331).

Borderline personality disorder. When severely stressed, these people will sometimes expe-
rience episodes of dissociation, such as depersonalization (p. 545).

Malingering. Some patients consciously feign symptoms of memory loss. Their object is
material gain, such as avoiding punishment or obtaining money or drugs (p. 599).

Introduction

Dissociation occurs when one group of normal mental processes becomes separated
from the rest. In essence, some of an individual’s thoughts, feelings, or behaviors are
removed from conscious awareness and control. For example, an otherwise healthy col-
lege student cannot recall any of the events of the previous 2 weeks.

As with so many other mental symptoms, you can have dissociation without dis-
order; if it’s mild, it can be entirely normal. (Perhaps, for example, while enduring a
boring lecture, you once daydreamed about your weekend plans, unaware that you've
been called on for a response?) There’s also a close connection between the phenomena
of dissociation and hypnosis. Indeed, over half the people interviewed in some surveys
have had some experience of a dissociative nature.

Episodes of dissociation severe enough to constitute a disorder have several fea-
tures in common:

e They usually begin and end suddenly.

e They are perceived as a disruption of information that is needed by the indi-
vidual. They can be positive, in the sense of something added (for example, flash-
backs) or negative (a period of time for which the person has no memory).
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o Although clinicians often disagree as to their etiology, many episodes are appar-
ently precipitated by psychological conflict.

o Although they are generally regarded as rare, their numbers may be increasing.

e In most (except depersonalization/derealization disorder), there is a profound
disturbance of memory.

e Impaired functioning or a subjective feeling of distress is required only for dis-
sociative amnesia and depersonalization/derealization disorder.

Conversion symptoms (typical of the somatic symptom disorders) and dissociation tend to
involve the same psychic mechanisms. Whenever you encounter a patient who dissociates,
consider whether such a diagnosis is also warranted.

F48.1 [300.6] Depersonalization/Derealization Disorder

Depersonalization can be defined as a sense of being cut off or detached from oneself.
This feeling may be experienced as viewing one’s own mental processes or behavior;
some patients feel as though they are in a dream. When a patient is repeatedly dis-
tressed by episodes of depersonalization, and there is no other disorder that better
accounts for the symptoms, you can diagnose depersonalization/derealization disorder
(DDD).

DSM-5 offers another route to that diagnosis: through the experience of dereal-
ization, a feeling that the exterior world is unreal or odd. Patients may notice that the
size or shape of objects has changed, or that other people seem robotic or even dead.
Always, however, the person retains insight that it is only a change in perception—that
the world itself has remained the same.

Because about half of all adults have had at least one such episode, we need to
place some limits on who receives this diagnosis. It should not be made unless the
symptoms are persistent or recurrent, and unless they impair functioning or cause
pretty significant distress (this means something well beyond the bemused reflection,
“Well, that was weird!”). In fact, depersonalization and derealization are much more
commonly encountered as symptoms than as a diagnosis. For example, derealization or
depersonalization is one of the qualifying symptoms for panic attack (p. 173).

Episodes of DDD are often precipitated by stress; they may begin and end sud-
denly. The disorder usually has its onset in the teens or early 20s; usually it is chronic.
Although still not well studied, prevalence rates in the general population appear to be
around 1-2%, with males and females nearly equal.
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Essential Features of Depersonalization/Derealization Disorder

A patient experiences depersonalization or derealization, but reality testing remains
intact throughout. (For definitions, see p. 237).

The Fine Print

The D's: e Distress or disability (work/educational, social, or personal impairment) e
Differential diagnosis (substance use and physical disorders, mood or anxiety disor-
ders, psychotic disorders, trauma- and stressor-related disorders, other dissociative
disorders)

Francine Parfit

“It feels like I'm losing my mind.” Francine Parfit was only 20 years old, but she had
already worked as a bank teller for nearly 2 years. Having received several raises during
that time, she felt that she was good at her job—conscientious, personable, and reliable.
And healthy, though she’d been increasingly troubled by her “out-of-body experiences,”
as she called them.

“T'll be standing behind my counter and, all of a sudden, I'm also standing a couple
of feet away. I seem to be looking over my own shoulder as I'm talking with my cus-
tomer. And in my head I'm commenting to myself on my own actions, as if I were a dif-
ferent person I was watching. Stuff like ‘Now she’ll have to call the assistant manager to
get approval for this transfer of funds.” I came to the clinic because I saw something like
this on television a few nights ago, and the person got shock treatments. That’s when I
began to worry something really awful was wrong.”

Francine denied that she had ever had blackout spells, convulsions, blows to the
head, severe headaches, or dizziness. She had smoked pot a time or two in high school,
but otherwise she was drug- and alcohol-free. Her physical health had been excellent;
her only visits to physicians had been for immunizations, Pap smears, and a preemploy-
ment physical exam 2 years ago.

Each episode began suddenly, without warning. First Francine would feel quite
anxious; then she’d notice that her head seemed to bob up and down slightly, out of
her control. Occasionally she felt a warm sensation on the top of her head, as if some-
one had cracked a half-cooked egg that was dribbling yolk down through her hairline.
The episodes seldom lasted longer than a few minutes, but they were becoming more
frequent—several times a week now. If they occurred while she was at work, she could
often take a break until they passed. But several times it had happened when she was
driving. She worried that she might lose control of her car.

Francine had never heard voices or had hallucinations of other senses; she denied
ever feeling talked about or plotted against in any way. She had never had suicidal ideas
and didn’t really feel depressed.

“Tust scared,” she concluded. “It’s so spooky to feel that you've sort of died.”
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Evaluation of Francine Parfit

The sensation of being an outside observer of yourself can be quite unsettling; it is one
that many people who are not patients have had a time or two. What makes Francine’s
experience stand out is the fact that it returned often enough (criterion Al) and forc-
ibly enough to cause her considerable distress—enough to seek an evaluation, at any
rate (C). (She was a little unusual in that her episodes didn’t seem to be precipitated by
stress; in many people, they are.) Notice that she described her experience “as if I were
a different person,” not “T am a different person.” This tells us that she retained contact
with reality (B).

Francine’s experiences and feelings were much like those of Shorty Rheinbold
(p. 174), except that his occurred as symptoms of panic disorder. A variety of other
conditions include depersonalization as a symptom: posttraumatic stress disorder,
anxiety, cognitive, mood, personality, and substance-related disorders; schizophre-
nia; and epilepsy (D, E). However, Francine did not complain of panic attacks or have
symptoms of other disorders that could account for the symptoms.

Note a new feature in DSM-5: Francine could also have received this diagnosis
if she had experienced only symptoms of derealization. With a GAF score of 70, her
diagnosis would be:

F48.1 [300.6] Depersonalization/derealization disorder

Though it goes unmentioned in DSM-5, a collection of symptoms called the phobic anxiety
depersonalization syndrome sometimes occurs, especially in young women. In addition to
depression, such patients, not surprisingly, have phobias, anxiety, and depersonalization.
This condition may be a variant of major depressive disorder, with atypical features.

F44.0 [300.12] Dissociative Amnesia

There are two main requirements for dissociative amnesia (DA): (1) The patient has for-
gotten something important, and (2) other disorders have been ruled out. Of course, the
central feature is the inability to remember significant events. Over 100 years ago, clini-
cians like Pierre Janet recognized several patterns in which this forgetting can occur:

Localized (or circumscribed). The patient has recall for none of the events that
occurred within a particular time frame, often during a calamity such as a wartime
battle or a natural disaster.

Selective. Certain portions of a time period, such as the birth of a child, have been
forgotten. This type is less common.
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The next three types are much less common, and may eventually lead to a diagnosis of
dissociative identity disorder (see below):

Generalized. All of the experiences during the patient’s entire lifetime have been
forgotten.

Continuous. The patient forgets all events from a given time forward to the pres-
ent. This is now extremely rare.

Systematized. The patient has forgotten certain classes of information, such as that
relating to family or to work.

DA begins suddenly, usually following severe stress such as physical injury, guilt
about an extramarital affair, abandonment by a spouse, or internal conflict over sexual
issues. Sometimes the patient wanders aimlessly near home. Duration ranges widely,
from minutes to perhaps years, after which the amnesia usually ends abruptly with
complete recovery of memory. In some individuals, it may occur again, perhaps more
than once.

DA has still received insufficient study, so too little is known about demographic
patterns, family occurrence, and the like. Beginning during early adulthood, it is most
commonly reported in young women; it may occur in 1% or less of the general popula-
tion, though recent surveys have pegged it somewhat higher. Many patients with DA
have reported childhood sexual trauma, with a high percentage who cannot remember
the actual abuse.

Dissociative Fugue

In the subtype of DA known as dissociative fugue, the amnesic person suddenly jour-
neys from home. This often follows a severe stress, such as marital strife or a natural
or human-made disaster. The individual may experience disorientation and a sense of
perplexity. Some will assume a new identity and name, and for months may even work
at a new occupation. However, in most instances the episode is a brief episode of travel,
lasting a few hours or days. Occasionally, there may be outbursts of violence. Recovery
is usually sudden, with subsequent amnesia for the episode.

Dissociative fugue is another of those extraordinarily interesting, rare disorders—fodder
for novels and motion pictures—about which there has been little in the way of recent
research. For example, little is known about sex ratio or family history. This is a part of the
reason (after its general rarity) that accounts for the demotion of dissociative fugue from
an independent diagnosis in DSM-IV to a mere subtype of dissociative amnesia in DSM-5.
DSM-5 notes, by the way, that the greatest prevalence of fugue states is among patients
with dissociative identity disorder.
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Essential Features of Dissociative Amnesia

Far beyond common forgetfulness, there is a loss of recall for important personal
(usually distressing or traumatic) information.

The Fine Print

The D's: o Distress or disability (work/educational, social, or personal impairment)
o Differential diagnosis (substance use and physical disorders, cognitive disorders,
trauma- and stressor-related disorders, dissociative identity disorder, somatic symp-
tom disorder, ordinary forgetfulness)

Coding Note

If relevant, specify:

F44.1 [300.13] With dissociative fugue

Holly Kahn

A mental health clinician presented the following dilemma to a medical center ethicist.

A single 38-year-old woman had been seen several times in the outpatient clinic.
She had complained of depression and anxiety, both of which were relatively mild.
These symptoms seemed focused on the fact that she was 38 and unmarried, and “her
biological clock was ticking.” She had had no problems with sleep, appetite, or weight
gain or loss, and had not thought about suicide.

For many months Holly Kahn had so longed for a child that she intentionally
became pregnant by her boyfriend. When he discovered what she had done, he broke
off contact with her. The following week she miscarried. Stuck in her boring, unre-
warding job as a sales clerk in a store that specialized in teaching supplies, she said
she’d come to the clinic for help in “finding meaning for her life.”

The oldest girl in a Midwestern family, Holly had spent much of her adolescence
caring for younger siblings. Although she had attended college for 2 years during her
mid-20s, she had come away with neither degree nor career to show for it. In the last
decade, she had lived with three different men; her latest relationship had lasted the
longest and had seemed the most stable. She had no history of drug abuse or alcoholism
and was in good physical health.

The clinician’s verbal description was of a plain, no longer young (and perhaps
never youthful), heavy-set woman with a square jaw and stringy hair. “In fact, she
looks quite a lot like this.” The clinician produced a drawing of a woman’s head and
shoulders. Tt was somewhat indistinct and smudged, but the features did fit the ver-
bal description. The ethicist recognized it as a flyer that had recently received wide
distribution. The copy below the picture read: “Wanted by FBI on suspicion of kidnap-

ping.”
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A day-old infant had been abducted from a local hospital’s maternity ward. The
first-time mother, barely out of her teens, had handed the baby girl to a woman wearing
an operating room smock. The woman had introduced herself as a nursing supervisor
and said she needed to take the baby for a final weighing and examination before the
mother could take her home. That was the last time anyone could remember seeing
either the woman or the baby. The picture had been drawn by a police artist from a
description given by the distraught mother. A reward was being offered by the baby’s
grandparents.

“The next-to-last time I saw my patient, we were trying to work on ways she could
take control over her own life. She seemed quite a bit more confident, less depressed.
The following week she came in late, looking dazed. She claimed to have no memory of
anything she had done for the past several days. I asked her whether she’d been ill, hit
on the head, that sort of thing. She denied all of it. I started probing backward to see
if I could jog her memory, but she became more and more agitated and finally rushed
out. She said she’d return the next week, but I haven’t seen her since. It wasn't until
yesterday that I noticed her resemblance to the woman in this picture.”

The therapist sat gazing at the flyer for a few seconds, then said: “Here’s my
dilemma. I think I know who committed this really awful crime, but I have a privileged
relationship with the person I suspect. Just what is my ethical duty?”

Evaluation of Holly Kahn

Whether Holly took the baby is not the point here. At issue is the cause of her amnesia,
which was her most pressing recent problem (criterion A). She had been under stress
because of her desire to have a baby, and this could have provided the stimulus for her
amnesia. The episode was itself evidently stressful enough that she broke off contact
with her clinician (B).

There is no information provided in the vignette that might support other (mostly
biological) causes of amnesia (D). Specifically, there was no head trauma that might have
induced a major neurocognitive disorder due to traumatic brain injury. Substance-
induced neurocognitive disorder, persistent would be ruled out by Holly’s history of
no substance use (C). Her general health had been good and there was no history of
abnormal physical movements, reducing the likelihood of epilepsy. Although she had
had a miscarriage, too much time had passed for a postabortion psychosis to be a pos-
sibility. Some patients with amnesia are also mute; they may be misdiagnosed as having
another medical condition with catatonic symptoms. And, just to be complete, we
should note that her loss of memory is far more striking and significant than ordinary
forgetfulness, which is what we humans experience all the time.

There was no history of a recent, massive trauma that might indicate acute stress
disorder. If she was malingering, she did it without an obvious motive (had she been
trying to avoid punishment for a crime, simply staying away from the medical cen-
ter would have served her better). It certainly wouldn’t appear to be a case of normal
daydreaming. Holly was clear about her personal identity, and she did not travel from
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home, so she would not qualify for the dissociative fugue subtype diagnosis. Although
we must be careful not to make a diagnosis in a patient we have not personally inter-
viewed and for whom we lack adequate collateral information, if what material we do
have is borne out by subsequent investigation, her diagnosis would be as below. I'd give
her GAF score as 31.

F44.0 [300.12] Dissociative amnesia

John Doe

When the man first walked into the homeless shelter, he hadn’t a thing to his name,
including a name. He'd been referred from a hospital emergency room, but he told the
clinician on duty that he’d only gone there for a place to stay. As far as he was aware, his
physical health was good. His problem was that he didn’t remember a thing about his
life prior to waking up on a park bench at dawn that morning. Later, when filling out
the paperwork, the clinician had penciled in “John Doe” as the patient’s name.

Aside from the fact that he could give a history spanning only about 8 hours, John
Doe’s mental status exam was remarkably normal. He appeared to be in his early 40s.
He was dressed casually in slacks, a pink dress shirt, and a nicely fitting corduroy sports
jacket with leather patches on the elbows. His speech was clear and coherent; his affect
was generally pleasant, though he was obviously troubled at his loss of memory. He
denied having hallucinations or delusions (“as far as I know”), though he pointed out
logically enough that he “couldn’t vouch for what kind of crazy ideas I might have had
yesterday.”

John Doe appeared intelligent, and his fund of information was good. He could
name five recent presidents in order, and he could discuss recent national and interna-
tional events. He could repeat eight digits forward and six backwards. He scored 29 out
of 30 on the MMSE, failing only to identify the county in which the shelter was located.
Although he surmised (he wore a wedding ring) that he must be married, after half an
hour’s conversation he could remember nothing pertaining to his family, occupation,
place of residence, or personal identity.

“Let me look inside your sports jacket,” the clinician said.

John Doe looked perplexed, but unbuttoned his jacket and held it open. The label
gave the name of a men’s clothing store in Cincinnati, some 500 miles away.

“Let’s try there,” suggested the clinician. Several telephone calls later, the Cincin-
nati Police Department identified John Doe as an attorney whose wife had reported
him missing 2 days earlier.

The following morning John Doe was on a bus for home, but it was days before the
clinician heard the rest of the story. A 43-year-old specialist in wills and probate, John
Doe had been accused of mingling the bank accounts of clients with his own. He had
protested his innocence and hired his own attorney, but the Ohio State Bar Association
stood ready to proceed against him. The pressure to straighten out his books, maintain
his law practice, and defend himself in court and against his own state bar had been
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enormous. Two days before he disappeared, he had told his wife, “I dont know if I can
take much more of this without losing my mind.”

Evaluation of John Doe

John Doe was classically unable to recall important autobiographical information—in
fact, all of it (criterion A). It is understandable—and required (B)—that this troubled
him.

Neither at the time of evaluation nor at follow-up was there evidence of alternative
disorders (D). John had not switched repeatedly between identities, which would rule
out dissociative identity disorder (you wouldn’t diagnose the two disorders together).
Other than obvious amnesia, there was no evidence of a cognitive disorder. At age
43, a new case of temporal lobe epilepsy would be unlikely, but a complete evalua-
tion should include a neurological workup. Of course, any patient who has episodes
of amnesia must be evaluated for substance-related disorders (especially as concerns
alcohol, C).

Conscious imitation of amnesia in malingering can be very difficult to discrimi-
nate from the amnesia involved in DA with dissociative fugue. However, although John
Doe did have legal difficulties, these would not have been relieved by his feigning
amnesia. (When malingering appears to be a possibility, collateral history from relatives
or friends of previous such behavior or of antisocial personality disorder can help.) A
history of lifelong multiple medical symptoms might suggest somatic symptom disor-
der. John had no cross-sectional features that would suggest either a manic episode or
schizophrenia, in either of which wandering and other bizarre behaviors can occur.

Epilepsy is always mentioned in the differential diagnosis of the dissociative dis-
orders. However, epilepsy and dissociation should not be hard to tell apart in practice,
even without the benefit of an EEG. Epileptic episodes usually last no longer than a
few minutes and involve speech and motor behavior that are repetitive and apparently
purposeless. Dissociative behavior, on the other hand, may last for days or longer and
involves complex speech and motor behaviors that appear purposeful.

Although John Doe’s case is not quite classical (he did not assume a new identity
and adopt a new life), he did travel far from home and purposefully set about seeking
shelter. That sets up the specifier for his diagnosis. And by the way, his GAF score
would be 55.

F44.1 [300.13] Dissociative amnesia, with dissociative fugue
765.3 [V62.5] Investigation by state bar association

Note that the fugue subtype has a different code number than plain old dissociative amne-
sia. This reflects the fact that, in ICD-10 andin ICD-9, a fugue state is a diagnosis separate
and apart from dissociative amnesia. So the number change isn’t a mistake.
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F44.81 [300.14] Dissociative Identity Disorder

In dissociative identity disorder (DID), which previously achieved fame as multiple per-
sonality disorder, the person possesses at least two distinct identities. Ranging up to 200
in number, these identities may have their own names; they don’t even have to be of the
patient’s own gender. Some may be symbolic, such as “The Worker.” They can vary widely
in age and style: If the patient is normally shy and quiet, one identity may be outgoing
or even boisterous. The identities may be aware of one another to some degree, though
only one interacts with the environment at a time. The transition from one to another is
usually sudden, often precipitated by stress. Most of them are aware of the loss of time
that occurs when another identity is in control. However, some patients aren’t aware of
their peculiar state until a close friend points out the alterations in character with time.

Of particular diagnostic note are states of pathological possession, which can have
characteristics similar to DID. They may be characterized by the patient as a spirit or
other external being that has taken over the person’s functioning. If this behavior is part
of a recognized, accepted religious practice, it will not usually qualify for diagnosis as
DID. However, a person who has recurrent possession states that cause distress and
otherwise conform to DSM-5 criteria may well qualify for diagnosis. Of course, we
would not diagnose DID in a child on the basis of having an imaginary playmate.

Affecting up to 1% of the general population, DID is diagnosed much more com-
monly by clinicians in North America than in Europe. This fact has engendered a long-
running dispute. European clinicians (naturally) claim that the disorder is rare, and that
by paying so much attention to patients who dissociate, New World clinicians actually
encourage the development of cases. At this writing, the dispute continues unresolved.

The onset of this perhaps too-fascinating disorder is usually in childhood, though
it is not commonly recognized then. Most of the patients are female, and many may
have been sexually abused. DID tends toward chronicity. It may run in families, but the
question of genetic transmission is also unresolved.

Essential Features of Dissociative Identity Disorder

A patient appears to have at least two clearly individual personalities, each with
unique attributes of mood, perception, recall, and control of thought and behavior.
The result: a person with memory gaps for personal information that common for-
getfulness cannot begin to explain.

The Fine Print

The D’s: o Distress or disability (work/educational, social, or personal impairment) e
Differential diagnosis (substance use and physical disorders, mood or anxiety disor-
ders, psychotic disorders, trauma- and stressor-related disorders, other dissociative
disorders, religious possession states accepted in non-Western cultures, childhood
imaginary playmates/fantasy play)



246

DISSOCIATIVE DISORDERS
Effie Jens

On her first visit to the mental health clinic, Effie cried and talked about her failing
memory. At age 26—to00 young for Alzheimer’'s—she felt senile on some days. For sev-
eral months she had noticed “holes in her memory,” which sometimes lasted 2 or 3 days.
Her recall wasn't just spotty; for all she knew about her activities on those days, she
might as well have been under anesthesia. However, from telltale signs—such as food
that had disappeared from her refrigerator and recently arrived letters that had been
opened—she knew she must have been awake and functioning during these times.

On the proceeds of the property settlement from her recent divorce, Effie lived
alone in a small apartment; her family lived in a distant state. She enjoyed quiet pas-
times, such as reading and watching television. She was shy and had trouble meeting
people; there was no one she saw often enough to help her account for the missing time.

For that matter, Effie wasn't all that clear about the details of her earlier life. She
was the second of three daughters of an itinerant preacher; her early childhood memo-
ries were a jumble of labor camps, cheap hotel rooms, and Bible-thumping sermons. By
the time she reached age 13, she had attended 15 different schools.

Late in the interview, she revealed that she had virtually no memory of the entire
year she was 13. Her father’s preaching had been moderately successful, and they had
settled for a while in a small town in southern Oregon—the only time she had started
and finished a year in the same school. But what had happened to her during the inter-
vening months? Of that time, she recalled nothing whatsoever.

The following week Effie came back, but she was different. “Call me Liz,” she said
as she dropped her shoulder bag onto the floor and leaned back in her chair. Without
further prompting, she launched into a long, detailed, and dramatic recounting of her
activities of the last 3 days. She had gone out for dinner and dancing with a man she had
met in the grocery store, and afterwards they had hit a couple of bars together.

“But I only had ginger ale,” she said, smiling and crossing her legs. “T never drink.
It’s terrible for the figure.”

“Are there any parts of last week you can’t remember?”

“Oh, no. She’s the one who has amnesia.”

“She” was Effie Jens, whom Liz clearly regarded as a person quite different from
her own self. Liz was happy, carefree, and sociable; Effie was introspective and pre-
ferred solitude. “I'm not saying that she isn't a decent human being,” Liz conceded, “but
you've met her—don’t you think she’s just a tad mousy?”

Although for many years she had “shared living space” with Effie, it wasn’t until
after the divorce that Liz had begun to “come out,” as she put it. At first this had
happened for only an hour or two, especially when Effie was tired or depressed and
“needed a break.” Recently Liz had taken control for longer and longer periods of time;
once she had done so for 3 days.

“T've tried to be careful, it frightens her so,” Liz said with a worried frown. “T've
begun to think seriously about taking control for all time. I think I can do a better job.
I certainly have a better social life.”
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Besides being able to recount her activities during the blank times that had driven
Effie to seek care, Liz could give an eyewitness account of all of Effie’s conscious activi-
ties as well. She even knew what had gone on during Effie’s “lost” year, when she was
13.

“It was Daddy,” she said with a curl of her lip. “He said it was part of his reli-
gious mission to ‘practice for a reenactment of the Annunciation.” But it was really just
another randy male groping his own daughter, and worse. Effie told Mom. At first,
Mom wouldn’t believe her. And when she finally did, she made Effie promise never to
tell. She said it would break up the family. All these years, I'm the only other one who's
known about it. No wonder she’s losing her grip—it even makes me sick.”

Evaluation of Effie Jens

Effie’s two personalities (criterion A) are fairly typical of DID: One was quiet and unas-
suming, almost mousy, whereas the other was much more assertive. (Effie’s history was
atypical in that more personalities than two are the rule.) What happened when Liz
was in control was unknown to Effie, who experienced these episodes as amnesia. This
difficulty with recall was vastly more extensive than you'd expect of common forgetful-
ness (B). It was distressing enough to send Effie to the clinic (C).

Several other causes of amnesia should be considered in the differential diagnosis
of this condition. Of course, any possible medical condition must first be ruled out, but
Effie/Liz had no history suggestive of either a seizure disorder or substance use (were
thinking of alcoholic blackouts and partial seizures here). Even though Effie (or Liz)
had a significant problem with amnesia, it was not her main problem, as would be the
case with dissociative amnesia, which is less often recurrent and does not involve mul-
tiple, distinct identities. Note, too, the absence of any information that Effie belonged
to a cultural or religious group whose practices included trances or other rituals that
could explain her amnesia (D).

Schizophrenia has often been confused with DID, primarily by laypeople who
equate “split personality” (which is how many have come to characterize schizophrenia)
with multiple personality disorder, the old name for DID. However, although bizarre
behavior may be encountered in DID, none of the identities is typically psychotic. As
with other dissociative disorders, discrimination from malingering can be difficult;
information from others about possible material gain provides the most valuable data.
Effie’s history was not typical for either of these diagnoses.

Some patients with DID will also have borderline personality disorder. The dan-
ger is that only the latter will be diagnosed by a clinician who mistakes alternating
personae for the unstable mood and behavior typical of borderline personality disorder.
Substance-related disorders sometimes occur with DID; neither Effie nor Liz drank
alcohol (E). Her GAF score would be 55.

F44.81 [300.14] Dissociative identity disorder
763.5 [V61.03] Divorce



248

DISSOCIATIVE DISORDERS

F44.89 [V300.15] Other Specified Dissociative Disorder

This category is for patients whose symptoms represent a change in the normally inte-
grative function of identity, memory, or consciousness, but who do not meet criteria for
one of the specific dissociative disorders listed above. Here are some examples; a par-
ticular condition should be stated after the other specified diagnosis is given.

Identity disturbance due to prolonged and intense coercive persuasion. People
who have been brainwashed or otherwise indoctrinated may develop mixed dis-
sociative states.

Acute dissociative reactions to stressful events. DSM-5 mentions that these often
last just a few hours, though less than a month, and are characterized by mixed
dissociative symptoms (depersonalization, derealization, amnesia, disruptions of
consciousness, stupor).

Dissociative trance. Here the person loses focus on the here and now, and may
behave automatically. (A person’s engaging in an accepted religious or cultural
ritual would not qualify as an example of dissociative trance.)

F44.9 [V300.15] Unspecified Dissociative Disorder

This diagnosis will serve to categorize those patients for whom there are evident disso-
ciative symptoms, but who don't fulfill criteria for any of the standard diagnoses already
mentioned above, and for whom you do not care to specify the reasons why the criteria
are not fulfilled.



Somatic Symptom
and Related Disorders

Quick Guide to the Somatic Symptom
and Related Disorders

When somatic (body) symptoms are a prominent reason for evaluation by a clinician, the
diagnosis will often be one of the disorders (or categories) listed below. As usual, the page
number following each item indicates where a more detailed discussion begins.

Primary Somatic Symptom Disorders

Somatic symptom disorder. Formerly called somatization disorder, this chronic condition is
characterized by unexplained physical symptoms. It is found almost exclusively in women
(p. 251).

Somatic symptom disorder, with predominant pain. The pain in question has no apparent
physical or physiological basis, or it far exceeds the usual expectations, given the patient'’s
actual physical condition (p. 257).

Conversion disorder (functional neurological symptom disorder). These patients complain
of isolated symptoms that seem to have no physical cause (p. 262).

lliness anxiety disorder. Formerly called hypochondriasis, this is a disorder in which physi-
cally healthy people have an unfounded fear of a serious, often life-threatening illness such
as cancer or heart disease—but little in the way of somatic symptoms (p. 260).

Psychological factors affecting other medical conditions. A patient’s mental or emotional
issues influence the course or care of a medical disorder (p. 266).

Factitious disorder imposed on self. Patients who want to occupy the sick role (perhaps they
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enjoy the attention of being in a hospital) consciously fabricate symptoms to attract atten-
tion from health care professionals (p. 268).

Factitious disorder imposed on another. A person induces symptoms in someone else, often
a child, possibly for the purpose of gaining attention (p. 269).

Other specified, or unspecified, somatic symptom and related disorder. These are catch-all
categories for patients whose somatic symptoms fail to meet criteria for any better-defined
disorder (p. 275).

Other Causes of Somatic Complaints

Actual physical illness. Psychological causes for physical symptoms should be considered
only after physical disorders have been eliminated.

Mood disorders. Pain with no apparent physical cause is characteristic of some patients with
major depressive disorder (p. 122) and bipolar | disorder, current or most recent episode
depressed (p. 129). Because they are treatable and potentially life-threatening, these pos-
sibilities must be investigated early.

Substance use. Patients who use substances may complain of pain or other physical symp-
toms. These may result from the effects of substance intoxication (p. 411) or withdrawal
(p. 402).

Adjustment disorder. Some patients who are experiencing a reaction to environmental cir-
cumstances will complain of pain or other somatic symptoms (p. 228).

Malingering. These patients know that their somatic (or psychological) symptoms are fabri-
cated, and their motive is some form of material gain, such as avoiding punishment or work,
or obtaining money or drugs (p. 599).

Introduction

For centuries, clinicians have recognized that physical symptoms and concerns about
health can have emotional origins. DSM-IIT and its successors have gathered several
alternatives to organic diagnoses under one umbrella. Collectively, these are now called
the somatic symptom and related disorders, because their presentations resemble
somatic (bodily) disease. Like so many other groups of disorders discussed in this book,
these conditions are not bound together by common etiologies, family histories, treat-
ments, or other factors. This chapter is simply another convenient collection—in this
case, of conditions that are concerned primarily with physical symptoms.
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Several sorts of problems can suggest somatic symptom disorder. These include
the following:

Pain that is excessive or chronic

e Conversion symptoms (see sidebar below)

Chronic, multiple symptoms that seem to lack an adequate explanation
e Complaints that don’t improve, despite treatment that helps most patients

e Excessive concern with health or body appearance

Patients with somatic symptom and related disorders have usually been evaluated
(perhaps many times) for physical illness. These evaluations often lead to testing and
treatments that are expensive, time-consuming, ineffective, and sometimes dangerous.
The result of such treatment may be only to reinforce the patients” fearful belief in some
nonexistent medical illness. At some point, health care personnel recognize that what-
ever is wrong has strong emotional underpinnings, and refer these patients for mental
health evaluation.

It is important to acknowledge that, with the obvious exception of factitious dis-
order, these patients are not faking their symptoms. Rather, they often believe that
they have something seriously wrong; this belief can cause them enormous anxiety
and impairment. Without meaning to, they inflict great suffering on themselves and on
those around them.

On the other hand, we must also remember that the mere presence of a somatic
symptom disorder does not ensure against the subsequent development of another
medical condition. These patients can also develop other forms of mental disturbance.

F45.1 [300.82] Somatic Symptom Disorder

The DSM-5 criteria for somatic symptom disorder (SSD) require only a single somatic
symptom, but it must cause distress or markedly impair the patient’s functioning. None-
theless, the classical patient has a pattern of multiple physical and emotional symptoms
that can affect various (often many) areas of the body, including pain symptoms, prob-
lems with breathing or heartbeat, abdominal complaints, and/or menstrual disorders.
Of course, conversion symptoms (body dysfunctioning such as paralysis or blindness
that has no anatomical or physiological cause) may also be encountered. Treatment that
usually helps symptoms that are caused by actual physical disease is usually ineffective
in the long run for these patients.

SSD” begins early in life, usually in the teens or early 20s, and can last for many

*Much of the information presented here and elsewhere in this chapter is based on studies of patients
defined by DSM-1V criteria. When DSM-5 criteria were written, there simply weren't data available for
disorders defined by the new criteria.
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years—perhaps the patient’s entire lifetime. Often overlooked by health care profes-
sionals, this condition affects about 1% of all women; it occurs less often in men, though
the actual ratio is unknown, considering that the definition of SSD has only just been
written. SSD may account for 7-8% of mental health clinic patients and perhaps nearly
that percentage of hospitalized mental health patients. It has a strong tendency to run
in families. Transmission is probably both genetic and environmental; SSD may be
more frequent in patients with low socioeconomic status and less education.

Half or more of patients with SSD have anxiety and mood symptoms. There is
an ever-present danger that clinicians will diagnose an anxiety or mood disorder and
ignore the underlying SSD. Then the all-too-common result is that the patient receives
treatment specific for the mood or anxiety disorder, rather than an approach that might
actually address the underlying SSD.

Essential Features of Somatic Symptom Disorder

Concern about one or more somatic symptoms leads the patient to express a high
level of health anxiety by investing excessive time in health care or being excessively
worried as to the seriousness of symptoms.

The Fine Print

The D’s: e Duration (6+ months) e Differential diagnosis (DSM-5 does not state one; |
would cite substance use and physical disorders, mood or anxiety disorders, psychotic
or stress disorders, dissociative disorders)

Coding Notes
Specify if:

With predominant pain. For patients who complain mainly of pain. See the addi-
tional discussion on page 257.

Persistent. If the course is marked by serious symptoms, lots of impairment, and
a duration greater than 6 months.

Consider the following behaviors related to seriousness of patient’s symptoms: exces-
sive thoughts, persistent high anxiety, excessive energy/time expended. Now rate
severity:

Mild. One of these behaviors.

Moderate. 2+.

Severe. 2+, along with numerous somatic complaints (or one extremely severe
complaint).
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In my own professional lifetime, this mental disorder has borne four different names. Hys-
teria was created over 2,000 years ago by the Greeks, who famously believed that its
symptoms arose from a uterus that wandered throughout the body, producing pain or stop-
ping the breath or clogging the throat. That ancient term remained in use until the middle of
the 20th century, when it received a new label and a more complicated definition.

Briquet syndrome was coined to honor the 19th-century French physician who first
described the disorder’s typical polysymptomatic presentation. For diagnosis, it required
25 symptoms (of a possible 60), each of which the clinician had to determine to be unsub-
stantiated by physical or laboratory examination. The list included pseudoneurological
symptoms (such as temporary blindness and aphonia), but also emotional symptoms such
as depression, anxiety attacks, and hallucinations—plus a lot more.

Twenty-five symptoms were just too many for some clinicians. In 1980, the authors
of DSM-IIl devised the term somatization disorder to highlight new criteria that reduced the
number of symptoms, along the way discarding all the mental and emotional symptoms
from the Briquet symptoms list. DSM-III-R and DSM-IV further redefined and shortened
the list (“dumbed it down,” some would say). The Briquet symptoms vyielded excellent
results in terms of isolating a group of patients who later did not turn out to have actual
physical disease and who responded well to psychological and behavioral treatment. Even
with the simpler somatization disorder symptoms, however, few patients were ever diag-
nosed; perhaps clinicians didn’t want to take the trouble, or perhaps the symptoms were
simply too restrictive for practical purposes.

Now, with SSD, we are back where we started: A single symptom, attended by a certain
degree of concern on the part of the patient, will suffice for a DSM-5 diagnosis. It is note-
worthy that as the names have progressively lengthened, the criteria sets have been getting
shorter—with the obvious exception of hysteria itself, which was a seat-of-the-pants diagno-
sis that entailed identifying but a single symptom, often of the pseudoneurological “conver-
sion” type. It remains to be seen how well the DSM-5 criteria for SSD will discriminate these
patients from those with other diagnoses in the somatic symptoms and related disorders
group, and from patients with physical iliness. But | fear that we really may have truly come full
circle, to the point where we are once again in danger of misidentifying people whose symp-
toms are perplexing, even mysterious, but which may well presage ultimate physical disease.

There’s one other issue that deserves our scrutiny: Nowhere do the DSM-5 criteria
require that other causes of the patient’s symptoms be ruled out. That places the SSD
criteria in select company (intellectual disability, personality disorders, substance use dis-
orders, anorexia nervosa, and the paraphilic disorders) as requiring no consideration of a
differential diagnosis.

Here’s the bottom line. | can indeed make this part of DSM-5 truly easy: Don’t use
it! Until the data are in that persuade me SSD is a useful concept that promotes the well-
being of my patients, | will personally continue to use either the old DSM-IV somatization
disorder guidelines (see the next sidebar, p. 256) or the even older Briquet syndrome
criteria. And here’s my guarantee: Any patient diagnosed by either of these standards will
also qualify for a diagnosis of DSM-5 SSD.
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Cynthia Fowler

When Cynthia Fowler told her story, she cried. At age 35, she was talking with the most
recent in her series of health care professionals. Her history was a complicated one; it
began in her mid-teens with arthritis that seemed to move from one joint to another.
She had been told that these were “growing pains,” but the symptoms had continued to
come and go over the intervening 20 years. Although she was subsequently diagnosed
as having various types of arthritis, laboratory tests never substantiated any of them. A
long succession of treatments had proven fruitless.

In her mid-20s, Cynthia was evaluated for left flank pain, but again nothing was
found. Later, abdominal pain and vomiting spells were worked up with gastroscopy and
barium X-rays. Each of these studies was normal. A histamine antagonist was added
to her growing list of medications, which by now included various anti-inflammatory
agents, as well as prescription and over-the-counter analgesics.

Cynthia had thought at one time that many of her symptoms were aggravated by
her premenstrual syndrome, which she had recognized in herself after reading about
it in a women’s magazine. She had invariably been irritable with cramps before her
period, which used to be so heavy that she would sometimes stay in bed for several
days. When she was 26, therefore, she’d had a total hysterectomy. Six months later, per-
sistent vomiting led to endoscopy; other than adhesions, no abnormalities were found.
Alternating diarrhea and constipation then caused her to experiment with a series of
preparations to regulate her bowel movements.

When she was questioned about sex, Cynthia shifted uncomfortably in her chair.
She didn’t care much for it and had never experienced a climax. Her lack of interest
was no problem to her, though each of her three husbands had complained a lot. When
she was a young teenager, something sexual might have happened to her, she finally
admitted, but that was a part of her life she really couldn’t recall. “It’s as if someone cut
a whole year out of my diary,” she explained.

When she was 2 and her brother was 6 months old, Cynthia’s father had deserted
the family. Her mother subsequently worked as a waitress and lived with a succession of
men, some of whom she married. When Cynthia was 12, her mother escaped from one
of Cynthia’s stepfathers; she then placed the two children in foster care.

One way or another, each of Cynthia’s former clinicians had disappointed her.
“None of the others knew how to help me. But I just know you'll find out what's wrong.
Everyone says youTe the best in town.” Through her tears, she managed a confident
smile.

Evaluation of Cynthia Fowler

At a glance, we can affirm that Cynthia had distressing somatic symptoms (criterion A)
that for years (C) had occupied a great deal of time and effort (B). That, in essence, earns
her a DSM-5 diagnosis of SSD. However, I'd prefer to analyze her condition in light of
the old DSM-IV somatization disorder guidelines (again, see the sidebar, p. 256).
Cynthia needed to have at least eight symptoms across the four symptom areas,
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and she did: pain (abdominal, flank, joint, and menstrual); gastrointestinal (diarrhea,
vomiting); sexual (excessive menstrual bleeding, sexual indifference); and a lone pseu-
doneurological symptom (amnesia). The DSM-1V criteria require that these symptoms
not be explainable on the basis of physical disease, and that they impair the patient’s
functioning in some way—I don’t think I'll get much disagreement there, either. They
started well before she turned 30, and there is nothing to suggest that she was inten-
tionally feigning them. Q.E.D.

Even so, as with nearly every mental disorder, another medical condition is the
first possibility that I would seek to rule out. Among the medical and neurological dis-
orders to consider are multiple sclerosis, spinal cord tumors, and diseases of the heart
and lungs. Cynthia had already been worked up for a variety of medical conditions and
had been prescribed multiple medications, none of which had done her much good.
Judging by the last paragraph of the vignette, her previous clinicians might have been
at a loss to diagnose or treat her effectively.

Setting Cynthia’s experience apart from patients with actual physical disease are
(1) the number and variety of the symptoms (though neither is required by SSD crite-
rion A); (2) the absence of an adequate explanation for the symptoms based on history,
lab findings, or physical examination; and (3) inadequate relief from treatments that
are ordinarily helpful for the symptoms in question. Note once again that although the
SSD criteria allow a diagnosis based on far fewer symptoms than Cynthia had, her his-
tory is typical of a group of patients whom clinicians have been attempting to help for
millennia.

Certain other somatic symptom and related disorders require discussion. In
SSD with predominant pain, the patient focuses on severe, sometimes incapacitating
somatic pain. Although Cynthia complained of pain in a variety of locations, it was only
one aspect of a much broader picture of somatic illness. Patients with illness anxiety
disorder (formerly hypochondriasis) can have multiple physical symptoms, but their
concern focuses on the fear of having a specific physical disease, not, as with Cynthia,
particular symptoms. Cynthia did not have any classical physical conversion symptoms
(e.g., stocking or glove anesthesia, hemiparalysis), but many patients with SSD do. Then
conversion disorder (functional neurological symptom disorder) enters the differ-
ential diagnosis. However, as with SSD with predominant pain, conversion disorder
should not be diagnosed in any patient who fulfills criteria for the more encompass-
ing SSD. In addition, Cynthia’s amnesia might qualify for the diagnosis of dissociative
amnesia if it were the predominant problem.

You should always inquire carefully about substance-related disorders, which are
found in one-quarter or more of patients with SSD. And when patients come to the
attention of mental health providers, it is often because of a concomitant mood disorder
or anxiety disorder.

Many patients with SSD also have one or more personality disorders. Especially
prevalent is histrionic personality disorder, though borderline and antisocial personal-
ity disorders may also be diagnosed. Cynthia’s words to the clinician in the last para-
graph suggest a personality disorder, but with insufficient information, I'd defer that
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diagnosis for now. There’s no way to code it out, so I would mention “possible personal-
ity disorder,” or some such verbiage, in my summary.
With a GAF score of 61, Cynthia’s current diagnosis would read as follows:

F45.1 [300.82] Somatic symptom disorder

Here’s an outline of the DSM-IV somatization disorder (SD):

e From an early age, these patients have numerous physical complaints that wax
and wane, with new ones often beginning as old ones resolve. With treatment typi-
cally ineffective, patients tend to switch health care providers in search of cure.

e The wide variety of possible symptoms fall into several groups.

o Pain (several different sites are required): in the head, back, chest, abdomen,
joints, arms or legs, or genitals; or related to body functions, such as urination,
menstruation, or sexual intercourse

o (Gastrointestinal (other than pain): bloating, constipation, diarrhea, nausea,
vomiting spells (except during pregnancy), or intolerance of several foods
(nominally, three or more)

o Sexual or reproductive systems (other than pain): difficulty with erection or
ejaculation, irregular menses, excessive menstrual flow, or vomiting that per-
sists throughout pregnancy

o Pseudoneurological (not pain): blindness, deafness, double vision, lump in
throat or trouble swallowing, inability to speak, poor balance or coordination,
weak or paralyzed muscles, retention of urine, hallucinations, numbness to
touch or pain, seizures, amnesia (or any other dissociative symptom), or loss
of consciousness (other than fainting)

o The typical patient will have eight or more symptoms, with four (or more) from the
pain group, two from the gastrointestinal group, and at least one each from the
other two groups. Most patients will have far more symptoms than eight. Symp-
toms require treatment or impair social, personal, or occupational functioning.

o DSM-IV required an onset by age 30, but most patients have been ill from their
teens or early 20s on. SD symptoms must be unexplained by any medical condi-
tion (including substance misuse). Patients who also have actual physical illnesses
often react to them with greater anxiety than you might expect.

e Of course, actual physical iliness should be first on the list of differential diagno-
ses. And, because SD can be difficult to treat, there are many other mental and
emotional disorders that need to be ruled out. These include mood or anxiety
disorders, psychotic disorders, and dissociative or stress disorders. Substance
use disorders can be comorbid with SD. | would include factitious disorder and
malingering on the differential list, but these belong very near the bottom.
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With Predominant Pain Specifier for Somatic Symptom Disorder

Some patients with SSD experience mainly pain, in which case the specifier with pre-
dominant pain is indicated. DSM-IV called it pain disorder, an independent condition
with its own criteria. (From here on, I refer to it as SSD—Pain.) Whatever we call it, we
need to keep in mind these facts:

e Pain is subjective—individuals experience it differently.
e There is no gross anatomical pathology.

e Measuring pain is hard.

So it’s hard to know that a patient who complains of chronic or excruciating pain, and
apparently lacks adequate objective pathology, has a mental disorder at all. (In DSM-
5, patients who have actual pain but show excessive concern can be diagnosed with
SSD—Pain.)

The pain in question is usually chronic and often severe. It can take many forms,
but especially common is pain in the lower back, head, pelvis, or temporomandibular
joint. Typically, SSD—Pain doesn’t wax and wane with time and doesn’t diminish with
distraction; it may respond only poorly to analgesics, if at all.

Chronic pain interferes with cognition, causing people to have trouble with mem-
ory, concentration, and completing tasks. It is often associated with depression, anxi-
ety, and low self-esteem; sleep may be disturbed. Such patients may experience slower
response to stimuli; fear of worsening pain may reduce their physical activity. Of course,
work suffers. In over half the cases, chronic pain is managed inadequately by clinicians.

SSD—Pain usually begins in the 30s or 40s, often following an accident or some
other physical illness. It is more often diagnosed in women than in men. As its duration
extends, it often leads to increasing incapacity for work and social life, and sometimes
to complete invalidism. Although some form of pain affects many adults in the general
population—perhaps as high as 30% in the United States—mno one knows for sure the
prevalence of SSD—Pain.

Ruby Bissell

Ruby Bissell placed a hand on each chair arm and shifted uncomfortably. She had been
talking for nearly half an hour, and the dull, constant ache had worsened. Pushing up
with both hands, she hoisted herself to her feet. She winced as she pressed a fist into the
small of her back; the furrows on her face added a decade to her 45 years.

Although Ruby had had this problem for nearly 6 years, she wasn't sure exactly
when it began. It could have started when she helped to move a patient from the oper-
ating table to a gurney. But the first orthopedist she ever consulted explained that her
pulled ligament was mild, so she continued to work as an operating room nurse for
nearly a year. Her back hurt whether she was sitting or standing, so she’d had to resign
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from her job; she couldn’t maintain any physical position longer than a few minutes at
a time.

“They let me do supervisory work for a while,” she said, “but I had to quit that,
too. My only choices were sitting or standing, and I have to spend part of each hour flat
on my back.”

From her solidly blue-collar parents, Ruby had inherited a work ethic. She’d sup-
ported herself from the age of 17, so her forced retirement had been a blow. But she
couldn’t say she felt depressed about it. In fact, she had never been very introspective
about her feelings and couldn’t really explain how she felt about many things. She did
deny ever having hallucinations or delusions; aside from her back pain, her physical
health had been good. Although she occasionally awakened at night with back pain,
she had no real insomnia; appetite and weight had been normal. When the interviewer
asked whether she had ever had death wishes or suicidal ideas, she was a little offended
and strongly denied them.

A variety of treatments had made little difference in Ruby’s condition. Pain medi-
cation provided almost no relief at all, and she had quit them all before she could get
hooked. Physical therapy made her hurt all the more, and an electrical stimulation unit
seemed to burn her skin.

A neurosurgeon had found no anatomical pathology and explained to Ruby that a
laminectomy and spinal fusion were unlikely to improve matters. Her own husband’s
experience had caused her to distrust any surgical intervention. He had been injured in
a trucking accident a year before her own difficulty began; his subsequent laminectomy
had left him not only disabled for work, but impotent. With no children to support, the
two lived in reasonable comfort on their combined disability incomes.

“Mostly we just stay at home,” Ruby remarked. “We care a lot for each other. Our
relationship is the one part of my life that’s really good.”

The interviewer asked whether they were still able to have any sort of a sex life.
Ruby admitted that they did not. “We used to be very active, and I enjoyed it a lot.
After his accident, and he couldn’t perform, Gregory felt terribly guilty that he couldn’t
satisfy me. Now my back pain would keep me from having sex, regardless. It’s almost a
relief that he doesn’t have to bear all the responsibility.”

Evaluation of Ruby Bissell

For several years (far longer than the 6 months required by SSD criterion C), Ruby had
complained of severe pain (A) that had markedly affected her life, especially her ability
to work. She had clearly spent a great deal of time and effort (B) trying to manage her
pain. There, in a nutshell, we've covered the three requirements for SSD—Pain.
Although the criteria don’t require us to rule out other causes, were responsible
clinicians, so of course we will do so anyway. Principally, we need to know that her pain
wasn't caused by another medical condition. The vignette makes clear that she had
been thoroughly evaluated by her orthopedist, who determined that she did not have
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pathology adequate to account for the severity of her symptoms. (Even if she did have
some defined pathology, SSD—Pain might also be suspected if the distribution, timing,
or description of the pain was atypical of a physical illness.)

Could Ruby have been malingering? This question is especially relevant to any-
one who receives compensation for a work-related injury. However, Ruby’s suffering
seemed genuine, and the vignette gives no indication that she was physically more able-
bodied at leisure that at work. Her referral had not been made within a legal context,
and she cooperated fully with the examination. Furthermore, malingering would not
seem consistent with her long-held work ethic.

Pain is often a symptom of depression; indeed, many practitioners will automati-
cally recommend a course of antidepressant medication for nearly anyone who com-
plains of severe or chronic pain. Although Ruby denied feeling especially depressed,
her pain symptoms could still be a stand-in for a mood disorder. But she had no suicidal
ideas, disturbance of sleep, or disturbance of appetite that would support such a diag-
nosis. Although patients with substance-related disorders will sometimes fabricate (or
imagine) pain in order to obtain medications, Ruby had been careful to avoid becoming
dependent on analgesics.

Several other somatic symptom disorders should be briefly considered. People
with illness anxiety disorder tend to have symptoms other than pain, and they fluc-
tuate with time. Pain is not a symptom typical of conversion disorder. People with
adjustment disorder will sometimes have physical symptoms, but such conditions are
associated with identifiable precipitants and disappear with the stressor.

DSM-5 doesn’t require us to identify psychological factors that could underlie
pain. Indeed, the presumption that there be a psychological mechanism is no longer
a criterion for SSD. It is useful, however, to think about possible psychological factors
that could contribute to the production or maintenance of a given patient’s pain experi-
ence. Ruby’s history includes several such possibilities. These included her perception
of her husband’s feeling about his impotence, her anxiety at being left as the sole bread-
winner, and possibly her own resentment at having worked since she was a teenager.
(Many patients have multiple psychological considerations.)

Psychological factors that might be causing or worsening Ruby’s pain thus include
stress resulting from relationships, work, and finances. With her GAF score of 61, her
diagnosis would be as follows:

F45.1 [300.82] Somatic symptom disorder, with predominant pain
765.8 [V62.89] Health problems and disability in husband

An occasional patient like Ruby will be completely unable to describe the emotional com-
ponent of pain. The inability to verbalize the emotions one feels has been termed alexi-
thymia, Greek for “without expression of mood.”
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F45.21 [300.7] lliness Anxiety Disorder

People with illness anxiety disorder (IAD) are terribly worried that they might have
a serious illness. Their anxiety persists despite medical evidence to the contrary and
reassurance from health care professionals. Common examples include fear of heart
disease (which might start with an occasional heart palpitation) and of cancer (ever
wonder about that mole—it seems to have darkened a bit?). These patients are not psy-
chotic: They may agree temporarily that their symptoms could be emotional in origin,
though they quickly revert to their fearful obsessing. Then they reject any suggestion
that they do not have physical disease, and may even become outraged and refuse men-
tal health consultation.

Many such patients have physical symptoms that would qualify them for somatic
symptom disorder, as just discussed. However, about a quarter of such patients have
all the concern about being sick, but not much in the way of somatic symptoms. Occa-
sionally patients will have demonstrable organic disease, but their hypochondriacal
symptoms are out of proportion to the seriousness of the actual medical condition. To
delineate these patients more clearly, the condition has been renamed (hypochondria
is considered pejorative), and new criteria have been written.

Though known for centuries, IAD still hasn’t been carefully studied; for example,
it isn’t even known whether it runs in families. By all accounts, however, it is fairly
common (perhaps 5% of the general population), especially in the offices of non-mental
health practitioners. It tends to begin in the 20s or 30s, with peak prevalence at about
30 or 40. It is probably about equally frequent in men and women. Although they do
not have high rates of current medical illnesses, such patients report a high prevalence
of childhood illness.

Historically, hypochondriasis has been a source of fun for cartoonists and play-
wrights (read Moliere’s The Imaginary Invalid), but in reality the disorder causes gen-
uine misery. Although it can resolve completely, it more often runs a chronic course,
for years interfering with work and social life. Many patients go from doctor to doctor
in the effort to find someone who will relieve them of the serious disorders they feel
sure they have; for a few, like Moliére’s poor creature, Argan, it leads to complete
invalidism.

Essential Features of lliness Anxiety Disorder

Despite the absence of serious physical symptoms, the patient is inordinately con-
cerned about being ill. High anxiety coupled with a low threshold for alarm yields
recurring behaviors concerning health (seeking reassurance, checking over and over
for physical signs). Some patients cope instead by avoiding hospitals and medical
appointments.
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The Fine Print

The D’s: e Duration (6+ months, though the concerns may vary) e Differential diag-
nosis (substance use and physical disorders, mood or anxiety disorders, psychotic or
stress disorders, body dysmorphic disorder, somatic symptom disorder)

Coding Notes
Specify subtype:

Care-seeking type. The patient uses medical services more than normal.
Care-avoidant type. Due to heightened anxiety levels, the patient avoids seek-
ing medical care.

Julian Fenster

“Wow! That chart must be 2 inches thick.” Julian Fenster was being checked in for his
third emergency room visit in the past month. “That’s just Volume 3,” the nurse told
him.

At age 24, Julian lived with his mother and a teenage sister. Years ago, he’d started
attending a college several hundred miles away. After only a semester, he’d moved back
home. “T didn’t want to be that far from my doctors,” he remarked. “When youre trying
to prevent heart disease, you can’t be too careful.” With a practiced hand, he adjusted
the blood pressure cuff around his upper arm.

When Julian was a young teenager, his dad had died. “His death was self-inflicted,”
Julian pointed out. “He’d had rheumatic fever as a child, which gave him an enlarged
heart. And the only thing he ever exercised was his right to eat anything fried, includ-
ing Twinkies. And he smoked—he was a proud two-pack-a-day man. Look where that
got him.”

None of these health risks applied to Julian, who was nothing if not careful about
what he put into his body. He had spent hours searching the Internet for information
on diet, and he’d attended a lecture by Dean Ornish. “T've followed a plant-based diet
ever since,” Julian said. “I'm especially keen on tofu. And broccoli.”

Julian had never complained much of symptoms—ijust the odd palpitation, maybe
“hot flushes” on an especially humid day. “T dont feel bad,” he explained. “T just feel
scared.”

This time, he’d heard a report on NPR about young people with heart disease. It
had startled him so much he’d dropped the dish he had been putting into the cupboard.
Without even cleaning up the mess, he caught the next bus to the ER.

Julian agreed that he needed a different approach to his health care needs, and
thought he might be willing to give cognitive-behavioral therapy a try. “But first,” he
asked, “could you check my blood pressure just once more?”



262

SOMATIC SYMPTOM AND RELATED DISORDERS

Evaluation of Julian Fenster

The requirements for IAD are not onerous; Julian met them handily. He had a dispro-
portionate concern for a condition he had been assured he did not have (criterion A). He
had both high anxiety and a low threshold for alarm (it took only a report on the radio
to frighten him into the ER once again, C). His actual symptoms weren't just mild—
they were pretty much nonexistent (B)—so we can rule out somatic symptom disorder.
He invested huge amounts of time in trolling the Internet for health information (D).
Finally, he had had these symptoms far longer than the 6-month minimum required (E)
for the diagnosis of TAD.

As with any other condition discussed in this chapter (other than the disparaged
[by me] somatic symptom disorder), the first issue on our list to rule out is another
medical condition: Marked, if not inordinate, health anxiety is pretty common in med-
ical outpatients. Physical illnesses can be easy to miss, especially if the patient has
had a long history of complaints that seem without physical basis. However, Julian’s
symptoms had been evaluated over and again, to the point that there was little danger
anything had been missed. Still, even people with hypochondriacal behavior are not
immortal, so physical disorders would remain a significant rule-out that his clinicians
must always keep in mind.

Anxious concern about health can occur in other mental disorders, but we can find
some differences to help discriminate. Among these are body dysmorphic disorder and
anxiety and related disorders (for example, generalized anxiety disorder, panic disor-
der, and obsessive—compulsive disorder). Julian had no symptoms suggesting any of
these. When somatic concerns emerge in schizophrenia, they tend to be delusional and
bizarre (“My brain is turning to bread”). In major depressive disorder, they are ego-
syntonic but may be influenced by melancholia (“My bowels have turned to cement”).
As keen as I am on looking for depression in almost every mental health patient, I don't
see depressive symptoms here. I'd give him a GAF score of 65.

The girth of Julian’s chart would support the care-seeking subtype specifier.

F45.21 [300.7] Illness anxiety disorder, care-seeking type

Conversion Disorder (Functional Neurological Symptom Disorder)

Let’s define a conversion symptom as (1) a change in how the body functions when (2)
no causative physical or physiological malfunctioning can be found. These symptoms
are often termed pseudoneurological, and they include both sensory and motor symp-
toms—with or without impaired consciousness.

Conversion symptoms usually don’t conform to the anatomical pattern we’d expect
for a condition with a well-defined physical cause. An example would be a stocking
anesthesia, in which the patient complains of numbness of the foot that ends abruptly in
a line encircling the lower leg. The actual pattern of nerve supply to the foot is quite dif-
ferent; it would not occasion numbness defined by such a neat line. Other examples of
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sensory conversion symptoms include blindness, deafness, double vision, and halluci-
nations. Examples of motor deficits that are conversion symptoms include impaired bal-
ance or staggering gait (at one time called astasia-abasia), weak or paralyzed muscles,
lump in throat or trouble swallowing, loss of voice, and retention of urine.

For decades, criteria for conversion disorder required the clinician to judge that
causation by an emotional conflict or specific psychological stress cause the conversion
symptom (for example, a man develops blindness after finding his wife in bed with a
neighbor). DSM-5 has abandoned this requirement, in view of the potential for dis-
agreement as to causation: One clinician may see a “causal link” between nearly any
two events, while another strenuously argues against any such connection.

Conversion symptoms occur widely, throughout various medical populations; up to
one-third of adults have had at least one such symptom lifetime. However, conversion dis-
order is rarely diagnosed in mental health patients—perhaps in only 1 of 10,000. It is usu-
ally a disorder of young people and is probably far more common among women than men.
It is somewhat more likely to be found in patients who are undereducated and medically
unsophisticated, and who live where medical practice and diagnosis are still emerging. Tt
may be diagnosed more often among patients seen in consultation in a general hospital.

Note that the criteria don’t require patients to undergo laboratory or imaging tests. The
requirement is only that, after a careful physical and neurological evaluation, the patient’s
symptom cannot be explained by a known medical or neurological disease process. The
stocking anesthesia I have mentioned above would fill that requirement; so would total
blindness in a patient whose pupils constrict in response to a bright light. There is a rich
and entertaining literature of clinical tests for pseudoneurological symptoms.

Having a conversion symptom may not allow meaningful predictions about a
patient’s future course. Follow-up studies find that many people who have had a con-
version symptom do not have a mental disorder. Years later, many are well, with no
physical or mental disorders. Some have somatization (or somatic symptom) disorder
or another mental disorder. A few turn out to have an actual physical (sometimes neu-
rological) illness, including brain or spinal cord tumors, multiple sclerosis, or a vari-
ety of other medical and neurological disorders. Although clinicians have undoubtedly
improved in their ability to discriminate conversion symptoms from “real disease,” it
remains distressingly easy to make mistakes.

Essential Features of Conversion Disorder
The patient’s symptom or symptoms—changes in sensory or voluntary motor func-

tioning—seem clinically inconsistent with any known medical illness.

The Fine Print

A "normal” exam or a bizarre test result isn't enough to affirm the diagnosis; there
must be positive supportive evidence. Such evidence would include a change in find-
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ings from positive to negative when a different test is used (or the patient is dis-
tracted), or impossible findings such as tunnel vision.

The D's: e Distress or disability (work/educational, social, or personal impairment) e
Differential diagnosis (substance use and physical disorders, mood or anxiety disor-
ders, body dysmorphic and dissociative disorders)

Coding Notes
Specify if:

Acute episode. Symptoms have lasted under 6 months.
Persistent. Symptoms have lasted 6+ months.

Specify: {With{Without} psychological stressor
Specify type of symptom:

F44.4 [300.11] With weakness or paralysis; with abnormal movement (tremor,
dystonia, abnormal gait); with swallowing symptoms; or with speech
symptom

F44.5 [300.11] With attacks or seizures

F44.6 [300.11] With anesthesia or sensory loss; or with special sensory symptom
(hallucinations or other disturbance of vision, hearing, smell)

F44.7 [300.11] With mixed symptoms

There’s something missing from the DSM-5 criteria for conversion disorder. In DSM-1V,
we clinicians had to rule out intentional production of symptoms—specifically, malinger-
ing and factitious disorder. Although we are still asked to assure ourselves that no other
diagnosis better explains the symptom, those two diagnoses aren’t explicitly mentioned.
In my opinion, this is a good thing, because it’s hard (sometimes impossible) to determine
for sure that a patient is faking. But with conversion symptoms, we should always keep
the possibility in mind and do all we can to rule it out, along with every other confounding
diagnosis.

Rosalind Noonan

Rosalind Noonan came to her university’s student health service because of a stutter.
This was remarkable because she was 18 and she had only been stuttering for 2 days.
It had begun on Tuesday afternoon during her women’s issues seminar. The class
had been discussing sexual harassment, which gradually led to a consideration of sexual
molestation. To foster discussion, the graduate student leading the seminar asked each
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participant to comment. When Rosalind’s turn came, she stuttered so badly that she
gave up trying to talk at all.

“I still ca-ca-ca-can’t understand it,” she told the interviewer. “It’s the first time I've
ever had this pr-pr-pro-pro—difficulty.”

Rosalind was a first-year student who had decided to major in psychology, she said,
“to help me learn more about myself.” What she already knew included the following.

Rosalind had no information about her biological parents. She had been adopted
when she was only a week old by a high school physics teacher and his wife, who had
no other children. Her father was a rigid and perfectionistic man who dominated both
Rosalind and her mother.

As a young child, Rosalind was overly active; during her early school years she’d
had difficulty focusing her attention. She would probably have qualified for a diagnosis
of attention-deficit/hyperactivity disorder, but the only evaluation she had ever had
was from their family physician, who thought it was “just a phase” that she would
soon outgrow. Despite that lack of diagnostic rigor, when she was 12 she did begin to
grow out of it. By the time she entered high school, she was doing nearly straight-A
work.

Although she had had many friends in high school and had dated extensively, she’d
never had a serious boyfriend. Her physical health had been excellent, and her only
visits to doctors had been for immunizations. Her mood was almost always bright and
cheerful; she had no history of delusions or hallucinations, and she had never used
drugs or alcohol. “T g-g-grew up healthy and happy,” she protested. “That’s why I d-d-
d-don’t understand this!”

“Hardly anyone reaches adulthood without having some problems.” The inter-
viewer paused for a response, but received none, and so continued: “For example, when
you were a child, did anyone ever approach you for sex?”

Rosalind’s gaze seemed to lose focus as tears trickled from her eyes. Haltingly at
first, then in a rush, the following story emerged. When she was 9 or 10, her parents had
become friendly with a married couple, both English teachers at her father’s school.
When she was 14, the woman had suddenly died; subsequently, the man was invited
for dinner on a number of occasions. One evening he consumed too much wine and was
put to bed on their living room sofa. Rosalind awakened to find him lying on top of her
in her bed, his hand covering her mouth. She was never certain whether he actually
entered her, but her struggles apparently caused him to ejaculate. After that, he left her
room. He never again returned to their home.

The following day she confided her story to her mother, who at first assured Rosa-
lind that she must have been dreaming. When confronted with the evidence of the
stained sheets, her mother urged her to say nothing about the matter to her father. It
was the last time the subject had ever been discussed in their house.

“I'm not sure what we thought Daddy would do if he found out,” Rosalind com-
mented, with notable fluency, “but we were both afraid of him. I felt I'd done some-
thing to be punished for, and I suppose Mom must have worried he’d attack the other
teacher.”
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Evaluation of Rosalind Noonan

Rosalind’s stuttering is a classic conversion symptom: It suggested or mimicked a medi-
cal condition, and its sudden, de novo appearance at college age wasn’t what we'd expect
for the stuttering of speech fluency disorder (criteria A, B). Many clinicians would
agree that it was precipitated by the stress of discussing long-buried sexual abuse. This
aspect of the disorder—the putative psychological factors related to the symptoms—is
one criterion for diagnosis that has been eliminated from the DSM-5 revision. How-
ever, it is still something to note when you encounter it.

The most serious mistake a clinician can make in this context is to diagnose con-
version disorder when the symptom is caused by another medical condition (C). Some
very peculiar symptoms eventually turn out to have a medical basis. However, the
abrupt onset of stuttering in an adult is almost certain to have no identifiable organic
cause. The fact that Rosalind’s difficulty disappeared during the discussion would be
additional evidence that this was a conversion symptom.

Rosalind stated that her health had always been good, but her clinician would
nonetheless be well advised to ask about other symptoms that could indicate somatic
symptom disorder, in which conversion symptoms are so commonly encountered. The
fact that she focused on the symptom, rather than on the fear of having some serious
disease, would eliminate illness anxiety disorder (hypochondriasis) from consider-
ation. Although pain is not excluded in the criteria, by convention conversion symptoms
don’t usually include pain; when pain occurs as a symptom that is caused or increased
by psychological factors, the diagnosis is likely to be somatic symptom disorder, with
predominant pain. Another condition in which conversion symptoms are sometimes
encountered is schizophrenia, but there was no evidence that Rosalind had ever been
psychotic. Neither was there evidence that she had consciously feigned her symptom,
which would rule out factitious disorder and malingering.

Rosalind was concerned about her stuttering (D), which is quite the opposite from
the unconcerned indifference (sometimes called la belle indifférence) often associated
with conversion symptoms. Although many of these patients will also have a diagnosis
of histrionic, dependent, borderline, or antisocial personality disorder, there was no
indication of any of these in Rosalind’s case. As in somatic symptom disorder, mood,
anxiety, and dissociative disorders are often associated with conversion disorder.

Although Rosalind was terribly stressed by the sexual molestation, her overall
functioning was overall pretty good; hence her GAF score would be 75. The type of
symptom and presumed psychological stressor are detailed in the final diagnosis:

F44.4[300.11]  Conversion disorder, with speech symptom (stuttering), acute
episode, with psychological stressor (concerns about molestation)

F54 [316] Psychological Factors Affecting Other Medical Conditions

Mental health professionals deal with all sorts of problems that can influence the course
or care of a medical condition. The diagnosis of psychological factors affecting other
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medical conditions can be used to identify such patients. Although it is coded as a men-
tal disorder and with mental disorders, it does not actually constitute one, so I've not
provided a full vignette—just a few snippets to illustrate how the diagnosis might be
applied. In truth, this condition should have been given a Z-code and stuck in the back
with other such conditions, but that wasn't a possibility: ICD-10 makes the rules. Still,
it doesn’t belong up in the front seat, either.

Essential Features of Psychological Factors Affecting Other
Medical Conditions

A physical symptom or illness is affected by a psychological or behavioral factor that
precipitates, worsens, interferes with, or extends the patient’s need for treatment.

The Fine Print

The D’s: e Differential diagnosis (other mental disorders, such as panic disorder,
mood disorders, other somatic symptom and related disorders, posttraumatic stress
disorder)

Coding Notes

Specify current severity:

Mild. The factor increases medical risk.

Moderate. The factor worsens the medical condition.
Severe. It causes an ER visit or hospitalization.
Extreme. It results in severe, life-endangering risk.

Code the name of the relevant medical condition first.

Some Examples

DSM-IV included six specific categories of factors that could change the course of a
medical condition. Partly because they were hardly ever used, DSM-5 has ditched
these categories. However, I've used them as examples that might alert clinicians to the
sorts of issue that can affect treatment decisions. If more than one psychological factor
is present, choose the one most prominent.

Mental disorder. For 15 years Philip’s compliance with treatment for schizophre-
nia has been spotty. Now his voices warn him to refuse dialysis.

Psychological symptoms (insufficient for a DSM-5 diagnosis). With few other
mental symptoms, Alice’s mood has been so low that she hasn’t bothered filling
prescriptions for her type II diabetes.
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Personality traits or coping style. Gordon’s lifelong hatred of authority figures has
led him to reject his doctor’s recommendation for a stent.

Maladaptive health behaviors. Weighing nearly 400 pounds, Tim knows that he
should avoid sweetened drinks, but nearly every day his love of Big Gulps wins out.

Stress-related physiological response. April’s job as the Governor’s spokesperson
is so demanding that she’s had to double up on her antihypertensive drugs.

Other or unspecified psychological factors. Harold’s religion prohibits him from
accepting a blood transfusion. In Nanja’s culture, a woman mustn’t allow any man
not her husband to see her unclothed; her internist is Derek.

Of course, you might find a psychological factor or two at play in nearly any medical condi-
tion. To use this diagnosis effectively, reserve it for situations in which it is clear that the
psychological factor is adversely influencing the course of the illness.

F68.10 [300.19] Factitious Disorder

Factitious means something artificial. In the context of mental health patients, it means
that a disorder looks like bona fide disease, but isn’t. Such patients accomplish this by
simulating symptoms (for example, complaining of pain) or physical signs (for instance,
warming a thermometer in coffee or submitting a urine specimen that’s been supple-
mented with sand). Sometimes they will complain of psychological symptoms, includ-
ing depression, hallucinations, delusions, anxiety, suicidal ideas, and disorganized
behavior. Because they are subjective, manufactured mental symptoms can be very
hard to detect.

DSM-5 includes two subtypes of factitious disorder: one in which behaviors affect
the person of the perpetrator, and one in which the behaviors affect another individual.

Factitious Disorder Imposed on Self

People affected by factitious disorder imposed on self (FDIS) can have remarkably dra-
matic symptoms, accompanied by outright lying about the severity of the distress. The
overall pattern of signs and symptoms may be atypical for the alleged illness, and some
patients change their stories upon retelling; either sort of evidence of inconsistency aids
identification. Other patients with FDIS, however, know a lot about the symptoms and
terminology of disease, which can make their behavior harder to detect. Some will-
ingly undergo many procedures (some of them painful or dangerous) to continue in the
patient role. With treatment that is ordinarily adequate to address their “disease,” their
symptoms either do not remit or evolve into new complications.

Once hospitalized, patients with FDIS often tend to complain bitterly and to argue
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with staff members. They characteristically remain hospitalized for a few days, have
few if any visitors, and leave against medical advice once their tests prove negative.
Many travel from city to city in the quest for medical care. The most persistent travelers
and confabulators among these are sometimes said to have Miinchausen’s syndrome,
named for the fabled baron who told outrageous lies about his adventures.

Contrary to its immediate predecessor, DSM-5 doesn’t require speculation as to
possible motives for FDIS (or its sibling, FDIA, discussed below)—a blessing for those
clinicians who reject the implication that they can read minds. It is enough to detect a
pattern of such behavior in a patient whose behavior involves no other person.

Patients with FDIS differ profoundly from malingerers, who may show some of the
same behaviors—silting a urine specimen, embellishing the subjective reports of their
suffering. However, malingerers do these things to qualify for financial compensation
(such as insurance payments), to obtain drugs, or to avoid work, punishment, or, in days
gone by, military service. The motivation in FDIS is apparently more complex: These
patients may need the feeling of being cared for, of duping medical personnel, or simply
of receiving a whole lot of attention from important people. For whatever reason, they
manufacture physical or psychological symptoms in a way that they may claim they
cannot control.

The diagnosis of FDIS is made by excluding physical disease and other disorders.
(Although it is conceivable that a patient might manufacture a personality disorder, I
know of no such cases.) However, many patients with FDIS also have genuine personal-
ity disorders.

This disorder begins early in life. No one knows how rare it is, though it is probably
more common in males than in females. Often it starts with a hospitalization for genu-
ine physical problems. It results in severe impairment: These people are often unem-
ployed and do not maintain close ties with family or friends. Their lives are complicated
(and sometimes put at risk) by tests, medications, and unnecessary surgical procedures.

Factitious Disorder Imposed on Another

A condition that has been around for only a few years, factitious disorder imposed
on another (FDIA) has just now emerged from an appendix to enter the body of the
DSM (there’s a somewhat unsettling image). It used to be called factitious disorder (or
Miinchausen’s) by proxy, because the symptoms are not endured by the patient. Rather,
it is the caregiver who both causes factitious symptoms in another person and bears the
diagnosis. That “other” is almost always a child, though my Medline search revealed
the occasional elderly person and at least one dog.

Three-quarters, sometimes more, of the perpetrators are female—usually the
mothers of children exhibiting the symptoms. Because many of these people have a
background in health care, it can be hard to catch them out. When apprehended, they
often turn out to have a mood or personality disorder, or both; actual psychosis is rare.
Some perpetrators have a history of FDIS.

Some parents with FDIA appear to believe that the children are ill; they tend to
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behave as “doctor addicts” who need the attention that comes with having a desper-
ately ill child. These people usually limit themselves to the false reporting of signs and
symptoms of disease, such as seizures or apnea. Others, however, will actually induce
symptoms—most commonly by suffocation or poisoning, but also by falsifying urine
or stool samples or other lab specimens. Perhaps half the victims have a real physical
illness, in addition.

Overall, FDIA is rare, with an annual incidence of just 0.4-2 per 100,000 popu-
lation. This translates to perhaps 600 new cases in the United States each year. Most
are not single parents; often they are described as exemplary parents, though they
may react inappropriately (for example, excitement) upon receiving bad news. Three-
quarters of instances of FDIA occur in hospitals.

Victims are about equally male and female. Though most are under age 5, some
are older. As you might expect, when a teen is involved, there is often a degree of collu-
sion with the perpetrator. The death rate overall is an appalling 10%, most often when
poisoning or suffocation is involved.

Medical personnel may be persuaded to prescribe for the child treatment that is
unneeded and perhaps harmful. Indeed, the doctor may be the one most taken in; an
occasional physician even becomes angry at staff members who accumulate evidence
of the caregiver’s perfidy. Indeed, some experts recommend against informing the doc-
tor when covert surveillance is planned, to lessen the risk that the perpetrator will be
tipped off.

The suspicions of medical personnel may be alerted by a parent who seems insuf-
ficiently concerned about a sick child, by symptoms that seem to make no sense, or by
a child whose symptoms continue despite treatment that should be adequate. In some
cases, however, the parent perpetrator appears so distraught that the physician remains
steadfastly unaware of the potential for foul play. Then the injuries will continue until
the perpetrator is apprehended, the child dies, or with the march of time, the perpetra-
tor moves on to involve a younger child. In one survey, over 70% of victims sustained
disfigurement or permanent disability.

Patients with factitious disorder sometimes take on symptoms of new (and often poorly
investigated) illnesses—the “disorder du jour” phenomenon. The criteria for the diagnoses
are not very specific, and the patients are difficult to manage and often disagreeable. It
is far too easy to dismiss them with a diagnosis of factitious disorder without first taking
steps to ensure that we have first ruled out every other possible causative mental (and
physical) condition.

I'd also point out that here in the differential diagnosis, I've used the term malinger-
ing—a rare occurrence in this book. Why is that? Surely people malinger other symptoms
and disorders. Of course they can, and sometimes do. But | feel strongly that it is incum-
bent on clinicians to be extremely chary of malingering as a diagnostic formulation.
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Essential Features of Factitious Disorder

To present a picture of someone who is ill, injured, or impaired, {the patienti{another
person, acting for the patient} feigns physical or mental symptoms or signs of illness,
or induces a disease or injury. This behavior occurs even without evident benefits
(such as financial gain, revenge, or avoiding legal responsibility).

The Fine Print

The D’s: o Differential diagnosis (substance use and physical disorders, mood or anxi-
ety disorders, psychotic disorders, trauma- and stressor-related disorders, dissociative
and cognitive disorders, malingering)

Coding Notes

Diagnose:

Factitious disorder imposed on self. The perpetrator is also the patient.

Factitious disorder imposed on another. The perpetrator and victim are separate
individuals. (The perpetrator receives the factitious disorder code; the vic-
tim receives a Z-code reflecting the abuse.)

For either type, specify:

Single episode.
Recurrent episodes.

Jason Bird

Jason Bird carried no health care card—he claimed he had lost his billfold to a mug-
ger a few hours before he came to the emergency room of a Midwestern hospital late
one Saturday night, complaining of crushing substernal chest pain. Although his elec-
trocardiogram (EKG) was markedly abnormal, it did not show the changes typical of
an acute myocardial infarction. The cardiologist on call, noting his ashen pallor and
obvious distress, ordered him admitted to the cardiac ICU, then waited for the cardiac
enzyme results.

The following day, Jason’s EKG was unchanged, and the serum enzymes showed
no evidence of heart muscle damage. His chest pain continued. He complained loudly
that he was being ignored. The cardiologist urgently requested a mental health consul-
tation.

At age 47, Jason was a slightly built man with a bright, shifting gaze and a 4-day
growth of beard. He spoke with a nasal Boston accent. His right shoulder bore the
tattoo of a boot and the legend “Born To Kick Ass.” Throughout the interview he fre-
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quently complained of chest pain, but he breathed and talked normally, and he showed
no evident anxiety about his medical condition.

He said he had grown up in Quincy, Massachusetts, the son of a physician. After
high school he had attended college for several years, but found he was “too creative” to
stick with a profession or a conventional job. Instead, he had turned to inventing medi-
cal devices, and numbered among his successes a positive-pressure respirator that bore
his name. Although he had made several fortunes, he had lost nearly everything to his
penchant for playing the stock market. He had been visiting in the area, relaxing, when
the chest pain struck.

“And you've never had it before?” asked the interviewer, looking through the chart.

Jason denied that he’d had any previous heart trouble. “Not even a twinge. I've
always been blessed with good health.”

“Ever been hospitalized?”

“Nope. Well, not since a tonsillectomy when I was a kid.”

Further questioning was similarly unproductive. As the interviewer left, Jason was
demanding extra meal service.

Playing a hunch, the interviewer began telephoning emergency room physicians
in the Boston area to ask about a patient with Jason’s name or peculiar tattoo. The third
try struck pay dirt.

“Jason Bird? I wondered when we’d hear from him again. He’s been in and out
of half the facilities in the state. His funny-looking EKG—probably an old MI—looks
pretty bad, so he always gets admitted, but there’s never any evidence that anything
acute is going on. I don’t think he’s addicted. A couple of years ago, he was admitted
for a genuine pneumonia and got through a week without pain medication and with no
withdrawal symptoms. He'll stay in the ICU a couple of days and rag on the staff. Then
he’ll split. He seems to enjoy needling medical people.”

“He told me that he was the son of a physician and that he was a wealthy inventor.”

The voice on the other end of the line chuckled. “The old respirator story. I checked
into that one when he was admitted here for the third time. That was a different Bird
altogether. T don’t know that Jason’s ever invented anything in his life—other than his
medical history. As for his father, I think he was a chiropractor.”

Returning to the ward to add a note to the chart, the interviewer discovered that
Jason had discharged himself against advice and departed, leaving behind a letter of
complaint to the hospital administrator.

Evaluation of Jason Bird

Jason illustrates the principal difficulty of diagnosing factitious disorder: The criteria
depend heavily on the clinician’s ability to determine that the signs and symptoms
presented are intentionally falsified (criterion A). Sometimes that’s easy, as when you
find the patient scratching open a wound or parking the thermometer on a radiator. But
often the intent to deceive must be inferred, as in Jason’s case, from a string of visits to
diverse health care facilities for the same complaint. Jason’s EKG did not change and
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his cardiac enzymes were not elevated, so his interviewer inferred that Jason was feign-
ing or markedly exaggerating his chest pain. That assumption may have been correct,
but it was supported not by proof, only by reports from the emergency room.

Jason presented himself as ill (B), even in the absence of external motivation such
as monetary gain or escape from punishment (C). That was important, for such behavior
is the principal ingredient that differentiates factitious disorder from malingering—
which of course we must consider, if only to refute it. Malingering carries with it no cri-
teria, but we commonly agree that it occurs when a person consciously pretends to have
a disorder in order to gain something of value: money (from insurance, a lawsuit, com-
pensation); drugs (from a sympathetic physician); avoidance of a conviction for a crime;
or release from, for example, military service. For Jason, no such gain was apparent.

The list of other differential diagnoses is predictable. Most important, of course,
FDIS must be differentiated from physical illnesses. This was soon accomplished in
Jason’s case. Then other mental disorders must be ruled out. Patients with somatic
symptom disorder may also complain of symptoms that have no apparent organic basis.
Those with antisocial personality disorder may lie about symptoms, but they usually
have some material gain in mind (to avoid punishment, to obtain money). Some patients
with schizophrenia have a bizarre lifestyle that could be confused with the wanderings
of classic Miinchausen’s syndrome, but their content of thought will usually include
clear delusions and hallucinations. Patients who feign psychological symptoms may look
as though they have dementia or brief psychotic disorder. None of these disorders
could be supported by Jason’s history or cross-sectional presentation.

Several other disorders may accompany FDIS. These include substance-related
disorders (involving sedatives and analgesics) and dependent, histrionic, and border-
line personality disorders. Many patients with FDIS have a serious personality disor-
der, but of course we have far too little information for such a diagnosis in Jason’s case.
We'd need to mention the possibility in the summary we dictate. With a GAF score of
41, here is how I'd diagnose Jason Bird:

F68.10 [300.19] Factitious disorder imposed on self

Claudia Frankel

Police reports are usually pretty dry; they dont often moisten the eye. The Frankel case
proved the exception to that rule.

When Rose Frankel was only 2 years old, she began to experience intestinal and
other symptoms that would fill the next 6 years of her life. It started with spells of vom-
iting that seemed intractable to treatment. In all, she was carried back and forth to the
pediatrician’s office, and frequently to the hospital, some 200 times. Each visit led to
new tests, new attempts at treatment that led nowhere. She had undergone nearly two
dozen operative procedures, and swallowed numerous medications for diarrhea, infec-
tions, seizures, and spells of vomiting, when finally nurses on the pediatric intensive
care unit noticed that Rose would appear to be on the mend until her mother, Claudia,
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arrived and would take her to a private room. They’d hear Rose crying, and her health
would take another turn for the worse—sometimes, just when she was thought ready
for discharge.

In all, Rose suffered nearly a dozen serious infections; one of them, a life-
threatening sepsis, involved multiple organisms. Through it all, Claudia worked closely
with their family doctor. They would speak in person or on the phone several times a
day, and Dr. Bhend often spoke of Claudia as his “good right arm” in trying to get to the
bottom of the calamity that was engulfing their patient.

During the 4 years of her medical ordeal, the only time that Rose remained healthy
longer than a month was when Claudia left town to nurse her own mother, during what
proved to be that old lady’s final illness. For the last few weeks of her kindergarten
year, Rose bloomed. But she sickened again, shortly after Grandma died and Claudia
returned home.

Several on the hospital nursing staff were beyond suspicious. Once, they'd found a
bottle of Ipecac discarded in the room Rose had occupied. On another occasion, a mon-
itoring device that three staff members had checked within the hour had been found
turned off. As they told the investigating officers, most staff members had concluded
that Claudia was directly responsible for her daughter’s illness, so they hid a camera in
the private room Claudia always used during Rose’s many admissions. When he found
out, Dr. Bhend, concerned about the loss of trust, warned Claudia of the “impend-
ing sting.” That afternoon, she checked Rose out of the hospital, and they were lost to
follow-up. The staff revealed the full details to the police, who opened a file but were
never able to pull together solid information.

FDIA is just one of the new DSM-5 disorders that was included in an appendix of DSM-IV
as a possible diagnosis that needed further study. Also making the big time after years
of study are premenstrual dysphoric disorder, mild neurocognitive disorder, binge-eating
disorder, and (my personal favorite) caffeine withdrawal. Welcome aboard, all!

Evaluation of Claudia Frankel

Two of the criteria required for a diagnosis of factitious disorder were easily satisfied.
There was nothing to suggest an external reward for Claudia’s behavior such as finan-
cial gain (criterion C), and she certainly did present Rose as being impaired (D). Two
others we have to take on faith: although the circumstantial evidence was strong that
Rose’s symptoms were fabricated, the staff just missed nailing down the proof (A). And,
we cannot be sure that Claudia had no other mental disorder such as a delusional disor-
der that could better explain her behavior (D). Therefore, our current diagnosis should
be treated as provisional. I would make a note in her chart to the effect that further
investigation would be needed in regard to a personality disorder; in ICD-10, we can
no longer code “diagnosis deferred” in that category.
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Assigning Claudia’s GAF score prompts some discussion. Should we base our judg-
ment on the fact that she was able to function well in most areas of her life, or on the
effect of her behavior on Jennifer and on their relationship? In my opinion, the disas-
trous consequences of her impaired judgment would be the deciding factor here; hence
the very low GAF score of 30. However, others might see her situation quite differently
and choose to argue.

Note that Rose herself would be given the code 769.010 [V61.21] to reflect the fact
that she had suffered from physical abuse by a parent.

F68.10 [300.19] Factitious disorder imposed on another (provisional)

FA45.8 [300.89] Other Specified Somatic Symptom
and Related Disorder

This category is for patients whose somatic symptoms do not fulfill criteria for any of
the somatic symptom and related disorders discussed above, but about which we have
some information. Any diagnosis suggested here has not as yet been studied enough for
formal inclusion in DSM-5, and should be considered provisional. Keep in mind that
with more information, such a patient may qualify for a diagnosis in a different chapter
or for another diagnosis in this one.

Pseudocyesis. The word pseudocyesis means “false pregnancy,” and it refers to
patients” incorrect belief that they are pregnant. They develop signs of pregnancy
such as protruding abdomen, nausea, amenorrhea, and breast engorgement—and
even symptoms such as the sensation of fetal movement and labor pains.

Brief illness anxiety disorder. Duration less than 6 months.

Brief somatic symptom disorder. I'll leave the definition as homework.

F45.9 [300.82] Unspecified Somatic Symptom Disorder

Use this category for cases in which full criteria for any of the disorders discussed in
this chapter are not met, and you do not wish to specify a reason or a possible presenta-
tion.
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DSM-5s chapter on feeding and eating disorders has mushroomed. It now contains
diagnoses appropriate to children (and infants) as well as adults. And the sheer number
of conditions has doubled—and then some.

Quick Guide to the Feeding and Eating Disorders

As usual, the page number following each item indicates where a more detailed discussion
begins.

Primary Feeding and Eating Disorders

Each of the primary feeding and eating disorders involves abnormal behaviors concerning
the act of consumption. Anorexia nervosa is less common than is bulimia nervosa, and both
are less common than the newbie, binge-eating disorder. The overall prevalence of these
three disorders may be increasing. The three remaining specific disorders were transplanted
from the old childhood/adolescence section of DSM-IV.

Anorexia nervosa. Despite the fact that they are severely underweight, these patients see
themselves as fat (p. 277).

Bulimia nervosa. These patients eat in binges, then prevent weight gain by self-induced
vomiting, purging, and exercise. Although appearance is important to their self-evaluations,
they do not have the body image distortion characteristic of anorexia nervosa (p. 281).

Binge-eating disorder. These patients eat in binges, but do not try to compensate by vomit-
ing, exercising, or using laxatives (p. 284).

Pica. The patient eats material that is not food (p. 288).

Rumination disorder. The person persistently regurgitates and re-chews food already eaten
(p. 289).
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Avoidant/restrictive food intake disorder. An individual’s failure to eat enough leads to
weight loss or a failure to gain weight (p. 291).

Other specified, or unspecified, feeding or eating disorder. Use one of these categories for
a disorder of feeding or eating that does not meet the criteria for any of those mentioned
above (p. 292).

Other Causes of Abnormal Appetite and Weight

Mood disorders. Patients with a major depressive episode (or dysthymia) can experience
either anorexia with weight loss or increased appetite with weight gain (pp. 122 and 138).

Schizophrenia and other psychotic disorders. Bizarre eating habits are occasionally encoun-
tered in psychotic patients (p. 64).

Somatic symptom disorder. Complaints of marked weight fluctuation and appetite distur-
bance may be encountered in these patients (p. 251).

Simple obesity. This is not a DSM-5 diagnosis (there’s no evidence that it is associated with
any defined mental or emotional pathology). But emotional problems that contribute to
the development or maintenance of obesity can be coded as psychological factors affecting
other medical conditions (p. 266). There is now also a separate medical code for overweight
or obesity.

Introduction

Eating too little and eating too much have probably caused trouble as long as there
have been eaters. Nearly everyone has pursued one of these behaviors at one time or
another. But like so many behaviors, when carried to extremes, they can be dangerous;
sometimes they turn deadly. Although the criteria crisply distinguish one from another,
patients can move back and forth between the disorders and subclinical presentations.

Anorexia Nervosa

Recognized for nearly 200 years, anorexia nervosa (AN) has three main components.
The patient (1) restricts food intake to the point of markedly reduced body weight, yet (2)
remains inordinately concerned about obesity or weight gain, and (3) has the distorted
self-perception of being overweight. Other symptoms are elaborations of maladaptive
eating behaviors—food restriction, excessive exercise, and vomiting or other methods
of purging. Although many female patients stop menstruating, the absence of menses
doesn’t provide a meaningful distinction, so it’s been dropped as a criterion. Patients



278

FEEDING AND EATING DISORDERS

with AN may have abnormal vital signs (slow heart rate, low blood pressure); abnormal
lab values and other tests can also occur (anemia, loss of bone density, EKG changes).

AN carries with it serious health consequences. Although two-thirds of commu-
nity sample patients have remitted at 5 years, mortality (due to substance use, suicide,
and malnutrition) is about six times that of the general population. Clinical popula-
tions may (no surprise) fare worse. Those who binge and then purge to maintain low
weight tend to be older, to be sicker, and to have worse outcomes than those who only
restrict their intake, yielding the two clinical subtypes. Crossover between subtypes
often occurs, however (more often from the restrictor type than to it), limiting predic-
tive validity. Depression and anxiety are frequently concomitants.

AN affects a bit under 1% of the female population; the rate for males is perhaps a
third of that. It is more common among adolescent and young adults, especially those
who are figure skaters or gymnasts (women) or jockeys or long-distance runners (men).
The restricting type is the more usual. The concordance rate is higher in identical than
in fraternal twins, indicating a degree of genetic underpinning.

More patients with AN are seen by family practitioners than by mental health
specialists.

Essential Features of Anorexia Nervosa

These patients are usually young women who (1) eat so little that many look skel-
etal, yet (2) remain fearful of obesity or weight gain and (3) have the distorted self-
perception that they are fat.

The Fine Print

Some patients may not admit to fear of overweight, but take steps anyway to avert
weight gain.

The D’s: o Duration (note that the diagnostic criteria don’t actually specify dura-
tion; however, we are required to specify the subtype that applies to the previous 3
months, which suggests a minimum duration) e Differential diagnosis (substance use
and physical disorders, mood or anxiety disorders, obsessive—compulsive disorder,
somatic symptom disorder, bulimia nervosa)

Coding Notes
Specify type that applies to the previous 3 months:
F50.02 [307.1] Binge-eating/purging type. The patient has repeatedly purged

(vomited; misused enemas, laxatives, or diuretics) or eaten in binges.
F50.01 [307.1] Restricting type. The patient has not recently binged or purged.



Anorexia Nervosa 279

Based on body mass index (BMI; kg/meter?), specify severity (level may be increased,
depending on functional impairment). For adults, levels are as follows:

Mild. BMI of 17 or more.
Moderate. BMI of 16-17.
Severe. BMI of 15-16.

Extreme. BMI under 15.

Specify if:

In partial remission. For what DSM-5 calls “a sustained period” (p. 339), the
patient is no longer significantly underweight, but still is overly concerned
about weight or still has misconceptions about body weight/shape.

In full remission. For “a sustained period,” the patient has met no criteria for
AN.

Marlene Richmond

A statuesque blonde (5 feet 7 inches tall), Marlene Richmond weighed just over 80
pounds on the day she was admitted to the hospital. Dressed in a jogging suit and leg
warmers, she spent part of the initial interview doing deep knee bends. Information for
her history was also provided by her older sister, who accompanied her to the hospital.

Marlene grew up in a small town in southern Illinois. Her father, who drilled
wells for a living, had a drinking problem. Her mother, severely overweight, started
numerous fad diets but never had much success with any of them. One of Marlene’s
earliest memories was her own resolve that she would not grow up to be like either of
her parents.

The concerns of her 10th-grade social circle revolved around appearance, clothing,
and diet. That year alone, Marlene dropped 15 pounds from her highest weight ever,
which was 125 pounds; even then she complained to her friends that she was too fat.
Throughout her high school career, she remained fascinated by food. She took both
introductory and advanced home economics. She spent much of her time in computer
science class devising a database that would count the calories in any recipe.

Whenever she was allowed to do so, Marlene ate in her room while watching tele-
vision. If forced to eat with the family, she spent much of the meal rearranging the food
on her plate or mashing it with a fork and taking the smallest bites that wouldn’t fall
through the tines.

“It’s not as if I'm not hungry,” she said during her admission interview. “T think
about food most of the time. But I look so bloated and disgusting—I can'’t stand to see
myself in the mirror. If T eat even a little bit too much, T feel so stuffed and guilty that
I have to bring it back up.”

Two years earlier, Marlene had started vomiting whenever she thought she had
overeaten. At first she would stick her finger or the end of a pencil down her throat;
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once she tried some Ipecac she found in the medicine cabinet at a friend’s house. She
soon learned simply to vomit at will, without any chemical or mechanical aids. She also
reduced her weight with diuretics and laxatives. The diuretics helped her shave off a
pound or two, but they left her so thirsty that she would soon gain it back. Once or
twice a week, she would binge on high-carbohydrate food (she preferred corn chips and
cola), then vomit up what she had eaten.

Other than her remarkable thinness and pallor, which was subsequently attrib-
uted to anemia, Marlene’s appearance at admission was normal. She stopped exercising
when the clinician requested it, but she asked whether the hospital had a stair-step
exerciser she could use later. Her mood was cheerful and her flow of thought logical.
She had no delusions or hallucinations, though she admitted that she was terrified of
gaining weight. However, she denied having any other phobias, obsessions, or compul-
sions; she had never had a panic attack. Most of her spontaneous comments concerned
menu planning and cooking; she volunteered that she might like to become a dietitian.
She appeared bright and attentive, and made a perfect score on the MMSE.

Marlene’s only health concern was that she hadn’t had a menstrual period for 5 or
6 months. She knew she wasn't pregnant because she hadn’t even had a date for a year.
“I think I'd be more attractive if I could just lose another couple of pounds,” she said.

Evaluation of Marlene Richmond

Despite the fact that she was markedly underweight for her height (criterion A), Mar-
lene continued to express inappropriate concerns about gaining weight (B). Her disgust
at her own image in the mirror suggests the distorted view patients with AN have of
themselves (C). Her loss of weight was profound enough that she had not had a men-
strual period for several months. Although not all patients take active steps to avoid
weight gain (some only restrict intake), Marlene’s vomiting and use of diuretics and
laxatives are classic for AN.

Loss of appetite and weight are commonly found in a variety of medical illnesses
(liver disease, severe infections, and cancer, to name but a few); these must be ruled out
by appropriate medical history and tests. Because the symptoms of AN are so distinc-
tive, it is rarely confused with other mental disorders.

Loss of weight and anorexia can be encountered in somatic symptom disorder,
but for that diagnosis, a patient must show excessive concern about the symptoms—
and Marlene’s attitude seemed the antithesis of concern. Patients with schizophre-
nia will sometimes have peculiar eating habits, but unless they become dangerously
underweight and have the typical distortion of self-image, both diagnoses should not be
made. Hunger strikes are usually brief and occur in the context of trying to influence
the behavior of others for personal or political benefit. Patients with bulimia nervosa
usually maintain body weight at an acceptable level. Despite the fact that Marlene
binged and purged, neither bulimia nervosa nor binge-eating disorder should be diag-
nosed when bingeing and purging occur only during AN. However, some patients who
initially have AN later become bulimic. Bulimia nervosa may also be diagnosed if there
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is a history of binge—purge cycles that occur during times the patient does not meet
criteria for AN.

Several mental disorders are often associated with AN. Major depressive disorder
could be diagnosed if Marlene had had symptoms of mood disorder. Panic disorder,
agoraphobia, obsessive—compulsive disorder, and substance use may also complicate
diagnosis and treatment. Patients with AN may also fear eating in public, though you
wouldn’t give an additional diagnosis of social anxiety disorder if the anxiety symptoms
are strictly limited to eating behaviors. Specific personality disorders have not been
identified, but patients with AN are reported to be somewhat rigid and perfectionistic.

Marlene’s history of binge—purge cycles would fit the specifier of binge-eating/
purging type, which we'll add in coding. Her GAF score would be 45; her full diagnosis
would be as follows:

E44.0 [263.0] Malnutrition, moderate
F50.02 [307.1] Anorexia nervosa, binge-eating/purging type

F50.2 [307.51] Bulimia Nervosa

Let’s start by sketching an idealized mealtime. Wouldn't it involve the pleasant antici-
pation of sharing good food with friends, savoring every bite while lingering at the table
for fellowship and conversation? That’s just not the way for people with bulimia nervosa
(BN), whose dining experiences tend toward the polar opposite. Typically, in response
to feelings of depression or stress, they gobble their food, consuming quantities far in
excess of a normal meal. Because theyre ashamed of their way-out-of-control behavior,
they eat alone. And then they head to the bathroom and throw it all up. Their own self-
evaluation involves body shape and how they look; in that, they resemble patients with
anorexia nervosa. What they don’t have is the distorted view of being fat when they are
not.

Starting in their late teens or early 20s, patients with BN will wolf down prodi-
gious quantities of food once a week or more, often past the point of uncomfortable sati-
ety. (These binges can be discontinuous; for example, occasionally one is interrupted by
travel between dining venues.) The fact that these patients are generally about normal
in weight (some are overweight, but not obese) would be surprising, were it not for
their compensatory behavior. Besides vomiting, which some do so often that the enamel
wears off their lower teeth, they may use laxatives or other drugs; others exercise exces-
sively, just as in anorexia nervosa. Still others fast between binges. But nearly all vomit.

BN is more common than anorexia nervosa, affecting 1-2% of adult women (men
much less so). (The crossover rate with anorexia nervosa is in the 10% neighborhood.)
It is more frequently found in people whose professions and activities emphasize slim
body lines—gymnastics, figure skating, dance, modeling. For unknown reasons, the
incidence has probably decreased somewhat over the past 20 years. Like patients with
other eating disorders, patients with BN often have comorbid conditions (especially
mood and anxiety disorders, but also problems with impulse control and substance use).
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With time, nearly half of patients with BN recover fully, and another quarter
improve. But that final quarter settle into chronic bulimic behavior. Although mortality
rates are higher than average for any comparison age group, the condition is less lethal
than AN. The suicide rate, however, is higher than in the general population. Table 9.1
compares BN with anorexia nervosa and with binge-eating disorder, discussed next.

Essential Features of Bulimia Nervosa

A patient has lost control over eating, consuming in binges much more food than is
normal for a similar time frame. Fasting, vomiting, extreme physical workouts, and
the abuse of laxatives or other drugs may be used to control weight.

The Fine Print

The D’s: e Duration (weekly for 3+ months) e Differential diagnosis (substance use
and physical disorders, mood or anxiety disorders, obsessive—compulsive disorder,
somatic symptom disorder, anorexia nervosa, traditional Thanksgiving meal)

Coding Notes
Specify if:

In partial remission. For what DSM-5 calls “a sustained period,” the patient
meets some but not all BN criteria.
In full remission. For “a sustained period,” no BN criteria have been met.

Based on the number per week of episodes of inappropriate compensatory behavior,
specify severity (level may be increased, depending on functional impairment):

Mild. 1-3 episodes/week.
Moderate. 4-7.

Severe. 8-13.

Extreme. 14+.

Bernadine Hawley

“I eat when I'm depressed, and I'm depressed when I eat. I'm totally out of control.” As
she told her story, Bernadine Hawley frequently dabbed at her eyes with a wad of tis-
sues. She was single and 32, and she taught second grade. She had never before sought
mental health care.

During her first 2 years in college, Bernadine had been moderately anorectic. Con-
vinced that she was too fat, she starved and purged herself down to a scant 98 pounds,
strung out along her 5-foot-5-inch frame. In those years she was always hungry and
would often go on food binges, during which she would “clean out the refrigerator—
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TABLE 9.1. Comparison of Three Eating Disorders

Anorexia nervosa Bulimia nervosa Binge-eating disorder
Eats in binges No Yes Yes
Self-perception Abnormal Influenced by body ~ Not remarkable

(perceives self as fat)  weight, shape

Compensates with Yes Yes No
exercise, purging

Body weight is low Yes No No

Feels lack of control No Yes Yes

mine or anyone else’s.” She later admitted, “I must have looked pretty sparse.” By the
time she finished college, her weight had returned to a steady 120 pounds, controlled
by self-induced vomiting.

During the intervening 10 years, Bernadine had followed a binge-and-purge pat-
tern. On the average, twice a week she would come home from work, assemble a meal
for three, and consume it. She preferred sweets and starches—at a sitting she might
consume two lasagna TV dinners, a quart of frozen yogurt, and a dozen sugar donuts,
none of which required much effort to prepare. Between courses she vomited up nearly
all she took in. If she didn’t feel like “cooking,” she went out for fast food, wolfing down
as many as four Big Macs in half an hour. What she relished seemed to be not the taste
but the act of consumption; one evening she ate a stick of butter dipped in confection-
er’s sugar. In a fit of remorse, she once calculated that during a single evening’s binge,
she had consumed and regurgitated over 10,000 calories.

She also frequently purged herself with laxatives. The laxatives were effective,
but expensive enough that Bernadine felt constrained to steal them. To minimize the
chances of detection, she was careful to shoplift only one package at a time. She man-
aged always to keep at least a 3-month supply on the shelf at the back of her closet.

Bernadine was the only child of a Midwestern couple she described as “solidly
dysfunctional.” Because her parents never celebrated the date of their anniversary, she
assumed that her own conception had precipitated the marriage. Her mother worked in
a bank and was cold and controlling; her father, a barber, drank. In the resulting marital
strife, Bernadine was alternately censured and ignored. She’d had friends as a child
and as an adult, though some of her girlfriends complained that she was overly con-
cerned with her weight and figure. From the few times she’d tried it in college, she’d
discovered that she had a healthy appetite for sex. But feelings of shame and embar-
rassment about her bulimia had kept her from forming any long-lasting relationships.
She was often lonely and sad, though these feelings never lasted longer than a few days.

Although Bernadine admitted that her weight was currently normal, she was very
concerned about it. She clipped low-fat recipes and belonged to a health club. She
had often told herself she would give everything she owned to get rid of her bingeing.
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Recently she had offered a dentist $2,000 to wire her jaws shut. The dentist had pointed
out the obvious difficulty that she might then starve, and referred her to the mental
health clinic.

Evaluation of Bernadine Hawley

As is true for many patients with BN, Bernadine’s disorder began with behavior typical
of moderate anorexia nervosa. She currently would not qualify for that diagnosis, how-
ever (her weight was normal, and she did not have a distorted self-image—criterion E).
During her later binge—purge episodes, she lost control and ate far more than normal
(A1l and A2). She also maintained weight by vomiting and using laxatives (B). Friends
had pointed out that she focused excessively on her figure and weight (D). Her episodes
occurred more often than weekly and had lasted far longer than the 3-month minimum
(C).

Shoplifting isn't a criterion for BN, but the two often occur together. Though any
history of stealing should raise the possibility of antisocial or borderline personality
disorder, no evidence for either is given in the vignette. When criteria for kleptomania
are met, it should also be diagnosed.

Rarely, neurological disorders (some epilepsies, Kleine-Levin syndrome) can
present with overeating. Excessive appetite can also occur in major depressive dis-
order with atypical features. Bernadine showed no evidence of either of these condi-
tions. She did not misuse alcohol or drugs, though many patients with BN do.

Bernadine engaged in overeating and purging a couple of times per week; this
would rate her a severity level of mild. However, the vignette gives no indication of
her overall functionality, so we have to base her GAF score of 61 strictly on her eating
behaviors. Her clinician should dig deeply to inquire whether her eating behavior had
had an impact on personal relationships and her work experience. If so, and if it was
severe, we'd want to increase the severity level of both her BN (it’s permitted under
DSM-5 guidelines) and her GAF score (encouraged under my guidelines). Right now,
her diagnosis would read:

F50.2 [307.51] Bulimia nervosa, mild

F50.8 [307.51] Binge-Eating Disorder

When it comes to food, who among us has never overindulged? (In good conscience,
perhaps no one should cast the first scone.) An extra wedge of pie at Thanksgiving, a
triple-dip cone after lunch, and we are left, replete and groaning, vowing to sin no
more. Heap on extra portions by the plateful, garnish with shame, warm and serve ad
lib, and you have the recipe for binge-eating disorder (BED).

Overeating behavior usually starts during the teens or early 20s, sometimes on the
heels of a diet. The two central features are the rate of consumption (total amounts can
be prodigious) and the sense of loss of control over eating behavior. Patients don’t have
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specific cravings, and their selections can be both varied and varying with time. Unlike
patients with anorexia or bulimia nervosa, patients with BED don’t usually go back and
forth from other eating disorders.

Though BED is a newcomer among officially recognized diagnoses (DSM-IV said
it required more study), it is the most common of the eating disorders, affecting about
2% of adults and perhaps half that many adolescents. It occurs nearly twice as often in
women as in men, and for some reason is especially prevalent in people with type 2
diabetes. Although it is often associated with obesity, only about one-quarter of over-
weight patients have BED. However, obese people are far more likely than the general
population to experience episodes of binge eating; those who do have BED may find it
especially hard to lose weight.

This partly heritable condition often begins as a diet winds down. The eating
binges typically occur when the person is feeling glum or anxious, and they often
involve delicious foods high in fat, sugar, salt, and guilt. Rapid eating forestalls sati-
ety until too much has been consumed, leading to an uncomfortable, overfull feeling.
Bingeing may occur secretly as a consequence of shame and embarrassment, which
contribute even more to distress and problems with quality of life than does the simple
fact of obesity.

Essential Features of Binge-Eating Disorder

A patient has lost control, consuming in binges much more food than is normal in a
similar time frame. During a binge the patient will eat too fast, too much (until pain-
fully full), yet in the absence of actual hunger. The bingeing causes guilt (sometimes,
depression) and solitary dining (to avoid embarrassment), but it does not result in
behaviors (such as vomiting and excessive exercise) designed to make up for overeat-

ing.

The Fine Print

The D’s: e Duration (weekly for 3+ months) e Distress over eating behavior e Differ-
ential diagnosis (mood disorders, bulimia or anorexia nervosa, ordinary overweight)

Coding Notes
Specify if:

In partial remission. For what DSM-5 calls “a sustained period,” the patient has
eaten in binges less often than once a week.

In full remission. For “a sustained period,” the patient has met no criteria for
BED.
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Specify severity (level may be increased, depending on functional impairment):

Mild. 1-3 binges/week.
Moderate. 4-7.

Severe. 8-13.

Extreme. 14+.

Monica Hudgens

“I know I'm obese by anyone’s standards,” Monica Hudgens told her internist, “and I'm
doing it to myself.”

Even as a child, Monica was overweight. Now, at 5 feet 3 inches, she weighed 210
pounds. “T'm 37 now; for years, my BMI has been tracking with my age.”

Monica’s bingeing started years ago, on the heels of a busted relationship. Now, at
least twice a week, she would cook supper—she especially loved pasta with hazelnuts.
She’d devour one helping, then gobble down another, then another. Even if she wasn't
still hungry, she’d then have ice cream (“At least two servings—I just scarf it down, no
thinking involved”) and cookies. Though she felt stuffed (“with nosh and remorse™),
she never vomited up what she had eaten; she’d never used laxatives or other drugs to
purge. Washing the dishes afterwards, she was often surprised to realize that only 30
minutes had elapsed.

“T've always been large. But until the last couple of years, I've dieted pretty hard.
Now I just seem to have given up,” Monica said as she touched the bran muffin hidden
in her purse. She denied any history of substance misuse; other than the obesity, the
internist pronounced her healthy.

Born and reared on the West Coast, Monica had been married and divorced; she
now lived with her 15-year-old son, Roland, whose weight was normal. She tended to
binge on weekends, when she wasn’'t working. It had worsened since Roland developed
his own set of friends and was “off doing his own thing.”

Monica’s self-image was mixed: “T have a terrific sense of humor and a really pretty
face, but I know I'm huge. My ex-husband loved hiking in the mountains, but in the
end, he decided he didn’t want to be married to one.”

Monica worked as a radio announcer for her local public broadcasting affiliate. Her
“final straw” moment occurred when she was almost offered a better job. “A producer
for cable TV heard me on the radio and liked my voice. But when we met for coffee, he
lost interest.” She looked sad, but then, with just a hint of a smile, she added, “Can’t you
just see me on TV? It'd have to be wide-screen.”

Evaluation of Monica Hudgens

In a meal, Monica ate far more than most people would in similar circumstances, and
she clearly voiced her loss of control (“Tve given up . . . no thinking involved” (crite-
ria Al, A2). These binge episodes occurred at least once a week and had lasted many
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months (D). During an episode, she ate rapidly (“gobbled down” her food), felt uncom-
fortably full, and ate when she wasn’t physically hungry (B1, B2, B3). She also expressed
contempt for her own eating behavior and ate alone (B4, B5); this might be due to
embarrassment, though the vignette doesn’t make that point clear. Only three of the
criterion B symptoms are required for diagnosis. Her distress (C) was apparent from
her first statement to the clinician. Monica would not qualify for an alternative eating
disorder diagnosis: the absence of purging and other behavior to compensate for her
overeating (E) would rule out bulimia nervosa, and her weight would obviously put
paid to anorexia nervosa. However, she fully earned the diagnosis of BED.

Some medical illnesses that involve heavy eating have already been mentioned
in connection with bulimia nervosa. In addition to those, Monica showed no evidence
of Prader—Willi syndrome (caused by deletion of several genes from chromosome 15),
in which the patient is often markedly overweight and eats voraciously. However, that
condition is usually apparent from childhood and is associated with low intelligence.
Monica also denied ever using marijuana; cannabis intoxication is sometimes attended
by increased appetite.

Most patients with BED also have a history of other DSM-5 diagnoses, especially
mood and anxiety disorders and problems with substance use; for many, a substance
use disorder is concurrent. Any second diagnosis predicts that the patient will have
more severe BED symptoms. Monica should be fully evaluated for major depressive
disorder with atypical features, which can involve overeating and weight gain.

Monica only binged a couple of times a week, which the severity criteria say should
rate her at mild. However, I thought I detected a note of desperation in what she told
the clinician. Despite a relatively healthy GAF score of 61, I'm going to assign her a
severity level of moderate. Does anyone want to argue?

F50.8 [307.51] Binge-eating disorder, moderate
E66.9 [278.00] Obesity

Whereas a bright line separates most physical disorders from normal, an astonishing num-
ber of mental disorders are basically just everyday behavior writ large. Disordered eating,
substance use, depression, anxiety, somatic symptoms, and even personality disorders are
made up of bits of behavior that perfectly normal people experience at one time or another.
DSM-5 uses several features to discriminate diagnosable pathology from the everyday.

Number of symptoms. If you occasionally feel a bit anxious, welcome to life in the
21st century! If you have episodes that include marked anxiety, shortness of
breath, heart palpitations, sweating, and weakness, you may have panic disorder.

Level of distress. Many (perhaps most) DSM-5 diagnoses include a statement that
the disorder causes the patient (or associates) to feel markedly distressed . . .

Impairment . . . and if they’re not distressed, they’re impaired in work, social, or
personal contexts.
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Time. Other factors being held constant, a minimum duration or frequency of symp-
toms may be needed for a diagnosis. For example, consider dysthymia (duration)
and cyclothymic disorder (duration plus frequency).

Severe sequels. These include suicide or suicide attempts, profound loss of weight,
and violent acting out.

Exclusions. Most disorders require that we rule out medical illnesses and substance
use; for BED, we exclude patients who have anorexia nervosa or bulimia nervosa.
For most, there are other mental disorders to consider in our differential.

Some criteria sets get by with one of these mechanisms; others use a belt and sus-
penders approach. A few utilize most or all of these categories, in effect adding thumbs
through the belt loops for added security.

The remaining conditions in this chapter are noted primarily in children. Two
(pica and rumination disorder) occur during normal early childhood development. We
really don’t know how often they occur in adults, but they seem to have relatively little
presence in most mental health populations. Ergo, no vignettes.

Pica

Pica, or the consumption of non-nutritional substances, has been commonly reported in
young children and pregnant women. The list of consumables is lengthy, and the vari-
ety at times astonishing—dirt, chalk, plaster, soap, paper, and even (rarely) feces. One
patient from India had consumed quantities of iron nails and glass beads. Pica has been
related to iron deficiency, though other minerals (zinc, for one) may be implicated. Of
course, various complications can ensue, among them lead toxicity and the ingestion of
various parasites that live in soil and other inedible matter. The behavior is sometimes
recognized only when the patient comes to surgery for a bowel obstruction.

Patients with autism spectrum disorder and intellectual disability are especially
prone to pica—a risk that increases with the severity of each disorder. Affected chil-
dren may come from a background of low socioeconomic status and neglect. The behav-
ior usually begins by 2 years of age and remits during adolescence, or when the pre-
sumed iron (or other mineral) deficiency is corrected. Note that if pica does occur in the
context of another mental or medical disorder, it must be sufficiently severe to warrant
additional clinical care.

However, the literature is also replete with examples of people whose abnormal
dietary intake began when they were already grown. Pica often runs through the fam-
ily histories of affected adults, whose own history may have begun when they were chil-
dren. It has traditionally been associated with pregnancy (though a prevalence of only
0.02% was found in a survey of pregnant Danish women), but is also found in patients
with schizophrenia.
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Medical specialists tend to think of pica as rare, but youll find a lot of it if you
investigate the right population. For example, it was diagnosed in a majority of patients
who presented with gastrointestinal blood loss that led to iron-deficiency anemia. Pag-
ophagia (ice craving—no, not ice carving) is especially common among patients with
iron deficiency. In such instances, as well as in cases of schizophrenia, intellectual
disability, and autism spectrum disorder, before you made the diagnosis, you'd have
to persuade yourself that the patient needed additional clinical attention as the result
of the pica.

Derived from the magpie, a black-and-white bird whose scientific genus is Pica, this term
for a type of abnormal eating behavior dates back at least 400 years. Perhaps someone
watching actual magpies collect mud for nests assumed that they were eating it.

As far as four millennia ago and across countless cultures, humans have chewed and
swallowed clay. Researchers don’'t know why it happens; hypotheses include a putative
detoxifying role of clay and micronutrients absorbed from the clay.

Essential Features of Pica

The patient persists in eating dirt or something else that isn't food.

The Fine Print

The D’s: e Duration and demographics (1+ months in someone who is at least 2 years
old) e Differential diagnosis (nutritional deficits, developmentally normal behavior,
psychotic disorders, practice endorsed by the person’s culture)

Coding Notes
Specify if: In remission.
Code by patient’s age:

F98.3 [307.52] Pica in children
F50.8 [307.52] Pica in adults

F98.21 [307.53] Rumination Disorder

During rumination, an individual regurgitates a bolus of food from the stomach and
chews it again. This occurs by the mechanism of retrograde peristalsis, and it is a nor-
mal part of the digestive process for cattle, deer, and giraffes—they are, after all, rumi-
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nants. But in humans it is abnormal and potentially problematic, and it is called rumi-
nation disorder (RD). It is also uncommon, most often developing in infants after they
begin eating solid foods. Boys are more often affected than are girls.

Most people who ruminate will later reswallow the food. Some, however—
especially infants and those with intellectual disability—instead spit it out, risking
malnutrition, failure to thrive (in infants), and vulnerability to disease. Mortality rates
as high as 25% have been reported. RD can go undiagnosed for years, perhaps because
we don’t think to ask.

The cause isn't known, though the usual suspects have been suggested. Possible
etiologies include the organic (it may be a symptom of gastroesophageal reflux), the psy-
chological (it may reflect a disordered mother—baby relationship), and the behavioral (it
may be reinforced by the attention it attracts).

Ofindividuals with intellectual disability who live in institutions, 6-10% are some-
times affected; an occasional adult without such disability has been reported. RD has
also been associated with bulimia nervosa, though patients with both disorders are
less likely to reswallow the food. In most cases the behavior subsides spontaneously,
though it can persist throughout life. Reportedly, one such adult ruminator was Samuel
Johnson, the 18th-century lexicographer whose acquaintances commented on his “cud-
chewing” behavior.

Note that, like pica (and a host of other conditions throughout the chapters of
DSM-5), RD that occurs in the context of another mental or medical disorder must be
sufficiently severe to warrant additional clinical care.

RD and pica are two of a relatively few DSM-5 conditions that require no criteria for clinical
significance. That is, unless they occur in the context of another mental disorder, there is
no requirement for some statement of harm, distress, additional investigation, or impaired
functioning to the patient or to other people. Therefore, there isn’t any bright line separat-
ing the behavior from what’s normal.

Essential Features of Rumination Disorder

For at least a month, the patient has been regurgitating food.

The Fine Print

The D's: e Duration (1+ months) e Differential diagnosis (physical disorders, intellec-
tual disability, other eating disorders)
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Pica and RD are now listed with anorexia and bulimia nervosa, which is where they started
out in DSM-IIl. DSM-IV placed them with other disorders that typically begin in childhood.
Welcome home, pica and RD!

F50.8 [307.59] Avoidant/Restrictive Food Intake Disorder

Many young children (nearly half) experience some degree of difficulty with feed-
ing, but most outgrow it. Those who don’t may have a form of avoidant/restrictive food
intake disorder (ARFID), the latest iteration of what used to be called feeding disorder
of infancy or early childhood. The new name reflects the fact that we don’t really know
why some patients eat too little to remain healthy, only that it happens—and not always
early in childhood.

The behavior may commence in the context of parent—child conflict centered
around eating. Neglect, abuse, and parental psychopathology (depression, anxiety
states, or personality disorders, for example) have also been adduced as causes. How-
ever, the vast majority are probably due to some sort of medical disorder. Among these
are physical barriers to the act of chewing and swallowing and hypersensitivity to cer-
tain aspects of food such as texture, taste, and appearance. Indeed, DSM-5 encourages
us to notice that children with ARFID fall into three principal categories: those who
basically don't care about eating; those who restrict their diet due to sensory issues
(certain foods are just unappetizing); and those who don't eat because of an unpleasant
experience (perhaps they've choked when trying to swallow). In any case, the conse-
quences of the behavior extend this definition well beyond the everyday picky eater.

Most children with ARFID are under the age of 6, but could even an adult ever be
so diagnosed? There’s nothing in the DSM-5 criteria to prevent it, but you won't find
examples thick on the ground.

Essential Features of Avoidant/Restrictive Food Intake Disorder

With no abnormality of self-image, the patient eats too little to maintain adequate
nutrition or weight (for children, to grow or gain weight). As a result, the patient
may need tube feeding or added nourishment. Social and personal life may also be
disrupted.

The Fine Print

The D's: o Differential diagnosis (medical conditions, accepted cultural practices,
unavailability of food, mood or anxiety disorders, anorexia nervosa, psychotic or fac-
titious disorders)
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Coding Notes

Specify if: In remission. The patient hasn't met criteria for what DSM-5 calls “a sus-
tained period of time.”

F50.8 [307.59] Other Specified Feeding or Eating Disorder

Numerous patients fall outside the definitions of the major feeding and eating disorders;
many of them are seriously ill. (It is also critically important to make sure that such a
patient doesn’t have another definitive condition, such as a mood disorder, schizophre-
nia, somatic symptom disorder, or any disorder caused by another medical condition.)
Below are several that can be specified by name, following the “other specified” num-
bers and label.

Atypical anorexia nervosa. Some patients lose considerable weight, fear becoming
fat, and believe they look fat, yet their weight remains normal.

Bulimia nervosa (of low frequency or limited duration). A patient who fulfills
most criteria for bulimia nervosa doesn’t binge often or long enough to meet the
time criteria.

Night eating syndrome. Episodes of binge eating occur at night while the patient
is in some stage of sleep; the next day, the patient may forget doing so.

Purging disorder. Without binge eating, the patient repeatedly engages in purging
behavior (intentionally vomits or uses drugs) to affect weight or appearance.

F50.9 [307.50] Unspecified Feeding or Eating Disorder

As with unspecified diagnoses in other sections of DSM-5, use unspecified feeding or
eating disorder when the patient does not meet full criteria for one of the diagnoses
described above, and you do not wish to be more specific.
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Quick Guide to the Elimination Disorders

Encopresis. At the age of 4 years or later, the patient repeatedly passes feces into inappropri-
ate places (p. 294).

Enuresis. At the age of 5 years or later, there is repeated voiding of urine (it can be voluntary
or involuntary) into bedding or clothing (p. 293).

Introduction

Encopresis and enuresis most often occur separately, but sometimes they travel together,
especially in a child who has been seriously neglected or emotionally deprived. You can
encounter either diagnosis as primary (symptoms have been present throughout the
child’s development) or as secondary (toilet training was initially successful). Abnor-
malities of the genitourinary and/or gastrointestinal tracts are often suspected but only
rarely found, so that a careful medical history is usually enough to help you make the
correct diagnosis.

F98.0 [307.6] Enuresis

By a ratio of 4:1, primary enuresis (the child has never been dry) is more common than
secondary enuresis. It is limited to bedwetting; daytime bladder control is unaffected.
Parents of children referred to a mental health professional have usually tried the com-
mon remedies—fluid restriction before bedtime, midnight toilet use—without success.
Because the children typically wet several times a week, they are too embarrassed to
sleep over with friends.

In some children, enuresis is associated with non-rapid eye movement sleep, which

293
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occurs especially during the first 3 hours of sleep. In others, trauma such as hospitaliza-
tion or separation from parents may precipitate secondary enuresis, which can occur
more than once per night or randomly throughout the period of sleep. Although some
enuretic children have urinary tract infections or physical anomalies (which would
mean that we wouldn’t make the diagnosis of enuresis), for most the etiology remains
unknown. Although the formal criteria state that the wetting can be done on purpose,
it is accidental and embarrassing for the vast majority of children.

There are strong genetic ties: About three-fourths of affected children have a first-
degree relative with a history of enuresis. Having two enuretic parents strongly pre-
dicts that a child will be affected.

Before age 6, boys and girls are about equally represented (overall, around 5-10%
of young children are affected). In older children, enuresis is more frequent in boys.
The prevalence falls off with maturation, so that it affects only about 1% of adolescents.
Adults who wet the bed are likely to continue doing so lifelong.

Essential Features of Enuresis

Without known cause, a patient repeatedly urinates into clothing or bedding.

The Fine Print

The D’s: e Duration and demographics (2+ times/week for 3+ months in someone
5 years of age or older) e Distress (or frequency as above) e Differential diagnosis
(medication side effects and physical disorders)

Coding Notes
Specify the type:

Nocturnal only
Diurnal only
Nocturnal and diurnal

F98.1 [307.7] Encopresis

Patients with encopresis move their bowels in inappropriate places, such as into their
clothing or onto the floor. There are two types. One is associated with chronic constipa-
tion, which causes fissures around the anus. Defecation therefore causes pain, which
the child seeks to forestall by withholding stool. Then the stool hardens (worsening the
fissures), and liquid feces leak from the impacted rectum into clothing and bedclothes.

The less common type, without constipation, is often a matter of secrecy and
denial. Children hide their otherwise normal stools in unusual locations—behind the
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toilet, in bureau drawers—and then claim not to know how they got there. Encopresis
without constipation is often associated with stress and other family psychopathology.
Some of these children may have been abused physically or sexually.

Encopresis affects about 1% of elementary school-age children; boys predominate
by a 6:1 ratio.

Essential Features of Encopresis

The patient recurrently defecates in improper locations or in clothes.

The Fine Print

The D’s: e Duration and demographics (1+ times/month for 3+ months in someone 4
years or older) e Differential diagnosis (laxative use and physical disorders)

Coding Notes
Specify type:

With constipation and overflow incontinence
Without constipation and overflow incontinence

Other Specified Elimination Disorder

Use the other specified elimination disorder category for symptoms of encopresis or
enuresis that do not meet the full diagnostic criteria, in cases where you wish to state
the reason. Use the following diagnostic codes:

N39.498 [788.39] With urinary symptoms
R15.9 [787.60] With fecal symptoms

Unspecified Elimination Disorder

Use the unspecified elimination disorder category for symptoms of encopresis or enure-
sis that do not meet the full diagnostic criteria, in cases where you do not wish to state
the reason. Use the following diagnostic codes:

R32 [788.30] With urinary symptoms
R15.9 [787.60] With fecal symptoms
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Quick Guide to the Sleep-Wake Disorders

Once again, the DSM has an updated classification—this time, a more complicated structure
that reflects advances in the field. In this Quick Guide, | have arranged the disorders rather
differently from DSM-5's ordering, in order to emphasize the most prevalent underlying
diagnoses. (I know it's boring, but the page number following each item indicates where a
more detailed discussion begins.)

Sleeping Too Little (Insomnia)

Insomnia is often a symptom; sometimes it is a presenting complaint. Only occasionally is
it a diagnosis independent of a major mental disorder or another medical condition (see
sidebar, p. 301).

| can’t overstate how important it is to evaluate first whether another mental disorder
or medical condition could be the cause of insomnia.

Insomnia disorder. It can be comorbid with a medical condition (p. 301), primary (when
there’s no discernible cause; p. 307), or comorbid with another sleep disorder or mental dis-
order (p. 303). The last is most often encountered in patients suffering from major depres-
sive episodes (p. 122), manic episodes (p. 129), or even panic attacks (p. 173).

Substance/medication-induced sleep-wake disorder, insomnia type. Most of the commonly
misused psychoactive substances, as well as a variety of prescription medicines, can interfere
with sleep (p. 346).

Sleep apnea. Although most patients with breathing problems such as sleep apnea complain
of hypersomnia, some instead have insomnia. Three principal types are listed: obstructive
sleep apnea hypopnea, central sleep apnea, and sleep-related hypoventilation (pp. 318, 321).
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Sleeping Too Much (Hypersomnolence)

You might think that the term hypersomnia means only that a patient sleeps too much.
However, it can also indicate drowsiness at a time when the patient should be alert. A new
word, hypersomnolence, has been introduced to make sure that we're thinking of both
meanings.

Hypersomnolence disorder. Excessive drowsiness or sleepiness can accompany mental or
medical disorders, or other sleep disorders; sometimes it's primary (p. 309).

Narcolepsy. These people experience a crushing need to sleep, regardless of time of day,
causing them to fall asleep almost instantly—sometimes, even when standing. They may
also have sleep paralysis, sudden loss of strength (cataplexy), and hallucinations as they fall
asleep or awaken (p. 313).

Substance/medication-induced sleep-wake disorder, daytime sleepiness type. The use of
a substance is less likely to produce hypersomnolence than insomnia, but it can happen
(p. 346).

Sleep apnea. What DSM-5 calls breathing-related sleep disorders commonly result in day-
time drowsiness. Three principal types are listed, as noted above for insomnia (pp. 318, 321).

Circadian Rhythm Sleep-Wake Disorders

There’s a mismatch between someone’s biological clock and the environment. Five principal
subtypes are listed:

Delayed sleep phase type. Falling asleep and waking later than desired (p. 324).
Advanced sleep phase type. Falling asleep and waking earlier than desired (p. 324).
Irregular sleep-wake type. Falling asleep and waking at irregular times (p. 325).

Non-24-hour sleep-wake type. Falling asleep and waking (usually) progressively later than
desired (p. 324).

Shift work type. Sleepiness associated with changes in work schedule (p. 325).

Jet lag. Feeling sleepy or “hung over” after crossing time zones is no longer considered a
sleep disorder; it's a physiological fact of modern life. Nonetheless, I've covered it briefly in
a sidebar (p. 323).

Parasomnias and Other Disorders of Sleep

In these disorders, something abnormal happens in association with sleep (or the stages of
sleep), or during the times when the patient is falling asleep or waking up.
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Non-rapid eye movement (non-REM) sleep arousal disorder, sleep terror type. These
patients cry out in apparent fear during the first part of the night. Often they don’t really
wake up at all. This behavior is considered pathological only in adults, not children (p. 333).

Non-REM sleep arousal disorder, sleepwalking type. Persistent sleepwalking usually occurs
early in the night (p. 331).

Non-REM sleep arousal disorder, confusional arousals. Patients partially awaken, but they
don’t walk about and don’t appear fearful. This isn"t an official DSM-5 disorder, but people
experience it anyway (p. 335).

Rapid eye movement (REM) sleep behavior disorder. These patients awaken from REM sleep
to speak or thrash about, sometimes injuring themselves or bed partners (p. 343).

Nightmare disorder. Bad dreams trouble some people more than others (p. 340).

Restless legs syndrome. The irresistible need to move one’s legs during periods of inactivity
(especially evenings/nights) leads to fatigue and other behavioral/emotional sequels (p. 336).

Substance/medication-induced sleep-wake disorder, parasomnia type. Alcohol and other
substances (during intoxication or withdrawal) can cause various problems with sleep
(p. 346).

Other specified, or unspecified, sleep disorder. These categories are for problems of insom-
nia, hypersomnolence, or general sleep issues that cannot be fitted into any of the catego-
ries above (p. 349).

Introduction

Sleep is basic behavior for humans, as for all other animals. Keep in mind these points
about the normal sleep of humans:

1. Normality takes in a wide range. This refers to the amount of sleep, how long it
takes to fall asleep and to awaken, and what happens in between.

2. When sleep is abnormal, it can have profound consequences for health.

3. An individual’s sleep changes throughout the life cycle. Everyone knows that
babies sleep most of the time. As people age, they take more time to fall asleep,
they require less sleep, and they awaken more often throughout the night. I've
heard it said that 9-year-olds sleep the best of anyone. Too bad: Everyone read-
ing this is over the hill, sleep-wise.

4. Sleep isn’t uniform; it varies in depth and quality throughout the night. The
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two principal phases of sleep are rapid eye movement (REM) sleep, during
which most dreaming takes place, and non-REM sleep. Various disorders can
be related to these phases of sleep.

5. Many people who sleep less soundly or more briefly than they think they should
don’t have an actual disorder of sleep.

6. Even today, sleep disorder criteria are based principally upon clinical find-
ings. EEG and other sleep laboratory studies may be confirmatory, but they are
required for diagnosis in just a few of the conditions described here.

Sleep specialists divide sleep disorders into dyssomnias and parasomnias. A patient with
a dyssomnia sleeps too little, too much, or at the wrong time, but the sleep itself—what
there is of it—is pretty normal. In a parasomnia, the quality, quantity, and timing of sleep
are essentially normal. But something abnormal happens during sleep itself, or during
the times when the patient is falling asleep or waking up; motor, cognitive, or autonomic
nervous system processes become active during sleep or during the transitions between
sleep and wakefulness, and all hell breaks loose.

Consider, for example, sleep apnea (dyssomnia) versus nightmares (parasomnia).
Both occur during sleep, but nightmares are usually problematic because they are scary,
not because they interfere with sleeping or impair wakefulness the next day, as is often
the case with sleep apnea.

Sleeping Too Much or Too Little
F51.01 [307.42] Insomnia Disorder

What most of us understand by insomnia is this: sleep that is too brief or is unrestful.
Some people with insomnia may not realize just how tense they are. Some cases may
start as insomnia secondary to another medical condition, such as pain from a broken
hip. The hip heals, but the patient has become accustomed to the idea of being unable
to sleep at night. In other words, insomnia can be learned behavior. Indeed, many
medical illnesses can lead to the symptoms of insomnia disorder.

Some patients with insomnia may use their beds for activities other than sleeping
or having sex—eating and watching TV, for example. These associations condition them
to be wakeful when they are in bed; it’s part of what clinicians call poor sleep hygiene.
These patients may discover the source of the problem when their sleep improves dur-
ing weekends, during holidays, or on a vacation, when theyve escaped their usual hab-
its and habitats. Whatever the cause, insomnia can persist forever if it isn't effectively
addressed. Insomnia disorder (ID) is found especially in older patients and in women.

Many people complain of unrefreshing (or nonrestorative) sleep, or of being awake,
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when their bed partners swear they have slept all night. For this reason, the state-
ment that insomnia is “sleeping too little” still isn’t quite right; rather, insomnia is the
complaint of sleeping too little. But these people do have problems that should not be
belittled. Giving them time to state what is on their minds is important in seeking the
etiology of their difficulties.

Note that the definition of ID requires that the patient experience clinically
important distress or disability as a result. Although the distress may be experienced
during the nighttime, any resulting disability is most likely to be experienced during
the daytime—reduced effectiveness at work, interpersonal conflict at home, daytime
fatigue and sleepiness, and the like. Anyone who complains of difficulty sleeping, but
who does not report distress or disability, should not receive the diagnosis of ID. Even
with those restrictions, that still leaves up to 10% of the adult population affected by
ID. It is a bit more common among women than men.

DSM-5 specifies that we should use the diagnosis of ID for any patient who fulfills
the diagnostic criteria, whether or not there is a coexisting mental, medical, or other
sleep—wake disorder—as long as the patient’s ID is sufficiently serious that it requires
independent clinical attention. T'll illustrate with three vignettes.

Essential Features of Insomnia Disorder

It's mainly quality or amount of sleep that causes complaint: trouble getting to sleep,
staying asleep, or awaking too early without again falling asleep. Occasionally, sleep
is just plain not refreshing. The following day, the patient feels fatigued, grumpy, or
has poor concentration or otherwise impaired functioning.

The Fine Print

The D's: e Duration (3+ nights a week for 3+ months) e Distress or disability (work/
educational, social, or personal impairment) e Differential diagnosis (substance use
and physical disorders, mood or anxiety disorders, psychotic disorders, posttraumatic
stress disorder, other sleep—wake disorders, poor sleep hygiene, or too little available
sleep time)

Coding Notes
Specify if:

Episodic. Duration 1-3 months (any shorter-duration insomnia disorder would
actually have to be coded as other specified insomnia disorder, p. 349).

Persistent. Duration 3+ months.

Recurrent. 2+ episodes in 1 year.
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Specify if:

With non-sleep disorder mental comorbidity.
With other medical comorbidity.
With other sleep disorder.

In each case, specify the coexisting disorder.

Nobody knows how common complaints of insomnia are in a patient who isn’t otherwise
sick (that is, who has neither another medical nor another mental condition). Such patients
are probably a tiny minority of those a mental health professional encounters. Perhaps
these people are more likely to seek help from a primary medical care provider. Although
texts say that persistent insomnia is fairly common, they must seek treatment from family
practitioners or internists: of over 15,000 mental health patients | have examined, exactly
1 had what | considered primary ID (without another medical or mental disorder).

Insomnia Disorder, with Other Medical Comorbidity

Many medical illnesses are associated with sleep problems (mostly insomnia). Such
problems are usually ones of restlessness, increased sleep onset latency, and frequent
awakenings during the night. The medical issues cited—which can produce discomfort
day or night—include the following:

e Fever resulting from a variety of infections.

e Pain caused by headache (especially some migraines), rheumatoid arthritis, can-
cer, persistent nocturnal penile erections, or angina.

e Itching caused by a variety of systemic and skin disorders.

e Breathing problems resulting from asthma or chronic obstructive pulmonary
disease (COPD), restricted lung capacity (due to obesity, pregnancy, or spinal
deformities), or cystic fibrosis.

¢ Endocrine and metabolic diseases, including hyperthyroidism, liver failure, and
kidney disease.

e Sleeping in one position enforced, for example, by wearing a cast.
e Neuromuscular disorders, such as muscular dystrophy and poliomyelitis.

e Movement and other neurological disorders, such as Huntington’s disease, tor-
sion dystonia, Parkinson’s disease, and some seizure disorders.
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Hoyle Garner

Hoyle Garner was 58 when he sought treatment for his insomnia. His wife, Edith,
accompanied him to the appointment. Together, they ran a “mom and pop~ grocery
store.

Several years earlier, Hoyle had learned that he had emphysema. A series of pul-
monary function tests had prompted his doctor to ask him to quit smoking. After 3
weeks, he had gained 10 pounds and couldn’t concentrate well enough to add up the
receipts from the store each night. “I was depressed and uptight, and I couldn’t sleep 2
hours without waking up and wanting a cigarette,” said Hoyle.

“I begged him to start smoking again,” said Edith. “When he did, it was a relief
for both of us.”

Hoyle quit seeing the doctor, and his sleep returned to normal. Within the past few
months, however, he’d begun awakening several times during the course of the night.
Some nights this happened as often as every hour. He felt restless and uncomfortable,
with some of the same anxiety he'd experienced the time he tried to quit smoking. A
few times he tried sitting on the edge of the bed to have a cigarette, but it didn't seem
to help. And anyway, Edith complained about the smell of smoke in the night. They still
ran their grocery, and Hoyle was having no trouble at all with his columns of figures.
He never drank more than a single beer, usually in the afternoon.

“Waking up doesn’t bother him much,” Edith complained. “He usually goes right
back to sleep again. He doesn’t even feel sleepy the next day. But it leaves me wide
awake, wondering how soon he’ll wake up again.”

Edith’s hours awake had given her plenty of opportunity to observe her husband.
After he slept quietly for half an hour or so, his breathing seemed to become rapid and
shallow. It never stopped for longer than a few seconds, and he never snored. They had
tried having him sleep with extra pillows (it had helped her Uncle Will with his heart
failure), but it hadn’t eased Hoyle’s sleeping any, and it “kinda hurt his neck.”

“T hope we can get to the bottom of this,” Edith concluded. “It doesnt seem to
bother him very much, but I've got to get some sleep.”

Shameless advertisement: How do you decide that one event has caused another? Of
course, in clinical diagnosis, it’s hard ever to be certain. But several features can help you
decide with a reasonable degree of confidence that A has caused B. I've discussed these
issues (and much more) in my book Diagnosis Made Easier, now in its second edition (The
Guilford Press, 2014).

Evaluation of Hoyle Garner

Hoyle’s main problem was with sleep, which showed up as frequent awakenings, sev-
eral times every night, for months (ID criteria A2, C, D) despite sufficient opportunities
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for sleep (E). Although for him the effects were less than earth-shaking (insomnia due
to COPD typically doesn’t produce daytime drowsiness), his wife complained quite a
lot. And the effect of someone’s insomnia on a bed partner or caregiver is one of the
symptoms that tells us we have a problem deserving consideration (B).

The features of Hoyle’s insomnia would not suggest a severe mood disorder, which
could produce early morning awakening. Besides, a mild mood disorder, or adjust-
ment disorder with depressed mood, is typically associated with trouble falling asleep.
Based on Edith’s observations of his sleep, Hoyle did not have (F) a variety of narco-
lepsy or sleep apnea (do check for sleep apnea in any patient with insomnia with other
medical comorbidity; a small number will have two disorders). He was taking no medi-
cations at the time, but many patients with medical illnesses will be doing that; then,
you'll have to rule out substance-induced insomnia.

Hoyle also had tobacco use disorder, which was probably responsible for the
emphysema in the first place; it would be hard to attribute his insomnia to a physiologi-
cal consequence of nicotine (G). When he was trying to quit smoking, he clearly expe-
rienced tobacco withdrawal, and he continued to smoke despite his COPD (see p. 461).
I'd give him a GAF score of 61. His complete diagnosis would be as follows:

F51.01 [307.42] Insomnia disorder, with pulmonary emphysema, persistent
J43.9 [492.8] Pulmonary emphysema
F17.200 [305.1] Tobacco use disorder, moderate

Note that DSM-5 no longer asks us to specify whether insomnia is “due to” a comorbid
physical or mental disorder. It is enough to say that they coexist. That’s because it can
be extraordinarily difficult to determine whether one has actually caused the other. We
are allowed (indeed, encouraged) to diagnose any disorder whose symptoms are severe
enough to justify independent clinical attention.

Insomnia Disorder, with Non-Sleep Disorder Mental Comorbidity

When it is a symptom of some other mental disorder, insomnia is often directly pro-
portional to the severity of the other diagnosis. And, logically enough, sleep usually
improves with resolution of the underlying condition. Meanwhile, patients sometimes
abuse hypnotic and other medications. Here’s a brief overview:

Major depressive episodes. Insomnia is probably most often a symptom of a mood
disorder. In fact, sleep disturbance may be one of the earliest symptoms of depres-
sion. Insomnia is especially likely to affect depressed elderly patients. In severe
depression, terminal insomnia (awakening early in the morning and being unable
to get back to sleep) is characteristic—and a truly miserable experience.
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Trauma- and stressor-related disorders. Criteria for acute stress disorder and for
posttraumatic stress disorder specifically mention sleep disturbance as a symptom.

Panic disorder. Panic attacks may occur during sleep.

Adjustment disorder. Patients who have developed anxiety or depression in
response to a specific stressor may lie awake worrying about a particular stressor
or the day’s events.

Somatic symptom disorder. Many somatizing patients will complain of problems
with sleep, especially initial and interval insomnia.

Cognitive disorders. Most demented patients have some degree of sleep distur-
bance. Typically, this involves interval awakening: They will wander at night and
suffer from reduced alertness during the day.

Manic and hypomanic episodes. In a 24-hour period, manic and hypomanic
patients typically sleep less than they do when they are euthymic. However, they
do not complain of insomnia. They feel rested and ready for more activity; it’s their
families and friends who become concerned (and fatigued). If such patients do
complain, it is usually of lengthened sleep onset latency—the time it takes to fall
asleep.

Schizophrenia. When they are becoming ill, delusions, hallucinations, or anxiety
may keep patients with schizophrenia preoccupied later and later into the night.
Total sleep time may remain constant, but they arise progressively later, until most
of their sleeping occurs during the day. DSM-5 doesn’t provide a way to code a
circadian rhythm sleep—wake disorder related to a mental disorder; ID related to
schizophrenia (or, perhaps, other specified insomnia disorder) would be about the
best we could do.

Obsessive—compulsive personality disorder. This personality disorder is com-
monly cited as associated with insomnia.

Anxiety or mania may mask an insomnia that occurs in the course of another mental dis-
order. Patients may not recognize a sleep deficit until they fall asleep at the wheel or suffer
an industrial accident. On the other hand, there’s a risk that clinicians could focus on the
problem with sleep and underdiagnose the associated mental problem.

Sal Camozzi

“I'm just not getting enough sleep to play.” Sal Camozzi was a third-year student who
attended a small liberal arts college in southern California on a football scholarship.
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Now it was early November, midway through the season, and he didn’t think he could
maintain the effort. He had always kept regular hours and “eaten healthy,” but for over
a month he had been awakening at 2:30 every morning.

“T might as well be setting an alarm,” he said. “My eyes snap open and there T am,
worrying about the next game, or passing chemistry, or whatever. I'm only getting 5
hours at night, and I've always needed 8. I'm getting desperate.”

For a while Sal had tried over-the-counter sleep medications. They helped a little,
but mainly they made him feel groggy the next day. He gave them up; he had always
avoided alcohol and drugs, and hated the feeling of chemicals in his body.

Sal had had something of the same problem the previous fall, and the one before
that. Then he’d had the same difficulty with sleep; his appetite had fallen off, too. Nei-
ther time had things been as severe as now, however. (This year he had already lost 10
pounds; as a linebacker, he needed to keep his weight up.) Sal also complained that he
just didn’t seem to enjoy life in general the way he usually did. Although his interest
in football and his concentration on the field had diminished, it hadn’t been as bad last
year, and he had finished the season with respectable statistics.

One summer during high school, Sal had felt listless and slept too much. He'd been
tested for infectious mononucleosis and found to be physically well. He was his normal
self by the time school started that fall.

Last spring and the one before had been a different matter. When Sal went out
for baseball, he seemed to explode with energy, batted .400, and played every game.
He didn’t sleep much then, either, when he came to think of it, though 5 hours a night
had seemed plenty. “I had loads of energy and never felt happier in my life. I felt like
another Babe Ruth.”

The coach had noted that Sal had been “terrific during baseball season, all hustle,
but he talked too much. Why doesn’t he put the same effort into football?”

Primary (as in a primary insomnia) is one of those funny words that have taken on mean-
ings different from that which most speakers of English understand. In the clinical world,
primary means an illness or symptom for which no cause can be found. Of course, that
doesn’t mean that there isn’ta cause; it’s just that no one’s sure what it is. In this context,
primary doesn’t mean that one condition is more important than another, or that one begins
earlier than something else. (The World Health Organization also uses primary to mean a
disorder that attacks the brain directly or preferentially, as opposed to those that attack the
brain only as one of several body organs or systems.) The DSM-5 doesn’t use primary in
any official sense at all, but clinicians do, to differentiate disorders for which we can state
a cause from those for which we can't.

Clinicians also use the term functional to describe disorders for which they can find
no basis in brain anatomy, chemistry, or physiology. Most mood disorders and psychoses
are called functional; that is, we still don’t know why or how they have developed. If you
think this is confusing, consider some of the other words deployed throughout the medi-
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cal world to mean “I haven’t the faintest idea what’s behind it”: essential, as in essential
hypertension; idiopathic, as in idiopathic thrombocytopenic purpura; cryptogenic (literally,
“hidden cause”). Sometimes we say psychogenic, which gives the illusion that we have
found the cause, but that it’s often only in our minds (or dreams).

No wonder clinicians in training don’t sleep well.

Evaluation of Sal Camozzi

From Sal’s history, his sleep disorder wasn't related to substance use or to any physical
illness. There was similarly no evidence for another sleep disorder.

Sal’s sleep difficulty was actually only the tip of his depressive iceberg. The first
thing to look for would be other symptoms of a major depressive episode. Although he
didn’t complain of feeling depressed in so many words, he did report a general loss of
zest for life. Besides that and the insomnia, Sal had also lost his appetite, interest, and
concentration. Together, his symptoms would barely meet criteria for a major depres-
sive episode. The history did not touch on death wishes or suicidal ideas; it should have.

Besides depression, the obvious episodes of high mood would need to be consid-
ered in the diagnosis. Sal had had several periods when he felt unusually happy, his
energy level increased, he talked a great deal, and his need for sleep fell off. Especially
in contrast to his present mood, his self-esteem was markedly increased (he noted that
he “felt like Babe Ruth”). This change in his mood was pronounced enough that others
noticed and commented on it, but it did not compromise his functioning or require hos-
pitalization—if so, we'd instead have diagnosed a manic episode. His symptoms would
fulfill criteria for a hypomanic episode.

All of this adds up to a diagnosis of bipolar II disorder (see p. 135); Sal’s current
episode would of course be depressed. He would nearly meet criteria for the specifier
with melancholic features, but his history of repeated depressions beginning in the
same season of the year (fall) and consistently either resolving or switching to hypoma-
nia during another season (spring) would be typical for the specifier with seasonal pat-
tern. Although Sal may have had one episode of depression when he was in high school
that did not fit this pattern, most of the episodes did, which is the requirement. And the
last 2 years fit the mold exactly.

Sal’s sleeplessness would have been clinically significant even without the bipolar
IT disorder (ID criteria A, B), since it caused fatigue and occurred several nights a week
(C). But here’s the rub: It had persisted for just over a month—perhaps 60 days shy of
the 3 months required by DSM-5 for ID. Now Sal fit the DSM-IV criteria, and Sal
hasn’t changed; only the criteria have. What to do?

To me, it seems unreasonable that a person who has a disorder that, by defini-
tion, is relatively short-lived (patients with seasonal mood disturbance become ill and
recover with the seasons) cannot qualify for the additional diagnosis of ID. So, with the
understanding that the criteria are only guidelines, not handcuffs, I'm going to stick
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with my original evaluation of Sal. Whether you agree with or reject my judgment, his
case can still help guide us through the maze of the diagnostic criteria. (If you do dis-
agree, you could code his sleep disorder as G47.09 [780.52], other specified insomnia
disorder, brief insomnia disorder.)

Sal’s GAF score would be 55. We are instructed to list the associated mental (or
medical) disorder right after the sleep disorder, so as to make the association clear. I
wanted to list first the mood disorder, because it is the more critical to treat, but at least
I did put them contiguously. (OK, it's hard to do otherwise when there are only two
items to list.)

F31.81 [296.89] Bipolar II disorder, depressed, with seasonal pattern
F51.01 [307.42] Insomnia disorder, with bipolar IT disorder

To a considerable extent, it’s a matter of taste whether to diagnose a sleep disorder that
occurs with another mental condition. DSM-5 notes that this is appropriate when the prob-
lem with sleep is serious enough to justify an evaluation in its own right. If the patient’s
presenting complaint is the sleep problem, I'd consider it evidence of clinical importance.
However, these situations are often unclear and usually require judgment. In the example
of a mood disorder, any problem with sleep is almost certainly a symptom that will resolve
once the depression has been adequately treated. Therefore, no one could be faulted for
diagnosing only the mood disorder.

[Primary] Insomnia Disorder

Another type of ID—in which the person has no apparent other condition to which the
insomnia can be attributed—is actually the one most often diagnosed. Still, the “plain
vanilla” type should be one of exclusion, used only after other possibilities (including
insomnia caused by substance use; see p. 346) have been ruled out.

Just because we cannot discern the cause of insomnia, of course, doesnt mean
there is no cause; it’s just that we cannot pinpoint it. Sometimes insomnia may start
because noise or some other stimulus inhibits sleep. (When sleeplessness is due to a
noisy environment or one otherwise not conducive to sleep, it isn't technically insom-
nia. It’s called, would you believe, environmental sleep disorder—but not by DSM-5.)

Another contributing factor is being active right up until bedtime. Vigorous exer-
cise and arguments are just two of the sort of activities that can promote sleeplessness;
people need quiet time to get into a relaxed frame of mind needed for sleep onset.
Once insomnia is underway, muscle tension from lying awake and persistent negative
thoughts (“I'm a terrible sleeper”) perpetuate the problem. The result is hours of frus-
tration at night, plus fatigue and dysphoria the following day.

How often does this type—it used to be called primary insomnia—occur? No
one really knows. Though perhaps a quarter of adults are unhappy with their sleep,
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probably a percentage down in the single digits would qualify for an ID diagnosis. It
is especially found in older people and in women. Over time, it can vary, but it usually
follows a chronic course.

Curtis Usher

“It’s almost spooky. It doesn’t seem to make any difference what time I go to bed—9:30,
10:00, 10:30. Whatever, my eyes click open at 2:00 in the morning, and that’s it for the
rest of the night.”

Curtis Usher had had this problem off and on for years. Recently, it was more often
on. “Actually, I guess it’s usually the worst during the week. Whenever I lie there, I'm
worrying about work.”

Curtis was a project manager at an advertising agency. It was a wonderful job when
times were flush, which they hadn’t been for several years. Curtis’s boss was a bit of a
tyrant, who enjoyed saying that he didn’t have headaches; he caused them. Curtis didn’t
have headaches, but he didn’t get much sleep, either.

At age 53, Curtis was a healthy man of regular habits. He had lived alone since his
wife divorced him 3 years earlier, with the complaint that he was dull. Occasionally his
current girlfriend stayed overnight in his studio apartment, but most evenings he spent
lying on his bed watching public television until he couldn’t stay awake any longer. He
never drank or used drugs, and his mood was good; neither he nor anyone else in his
family had ever had any mental health problems.

“T don't take naps during the day,” Curtis summed up, “but I might as well. I'm
sure not getting much done at work.”

Evaluation of Curtis Usher

Curtis clearly had trouble sleeping—it would seem to include both initial and terminal
components (ID criteria A1, A3)—that had lasted far longer than the required 3 months
(D). From what Curtis related, it occurred several times a week (C) and was reducing
his efficiency at work (B). Other than an occasional sleepover with his girlfriend, no
other information suggests circumstances that would interfere with his opportunities
for sleep (E).

The real challenge is to decide whether Curtis’s insomnia was stand-alone or
whether we would need to include in our coding some underlying problem that was
destroying his sleep. Although the vignette doesn’t cover every possibility, it does touch
upon some of the major points.

Curtis probably did not have another mental disorder (H). His mood had been
too good for a major depressive episode. Although he worried about work, we have
no information to suggest that he had the wide-ranging anxiety typical of generalized
anxiety disorder. He didn’t drink or use drugs (G); there is no information to exclude
a personality disorder, but these are probably infrequent as a sole cause of a sleep
disorder.
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We have only Curtis’s own word on his good health to confirm that he did not
have another medical condition (also criterion H); his clinician should refer him for
a medical evaluation. What about other sleep disorders (F)? Curtis didn’t nap, which
would seem to rule out narcolepsy. Sleep apnea also seems unlikely: his former wife
had cited dullness, not snoring, among her complaints. Circadian rhythm sleep-wake
disorder, delayed sleep phase type would result in awakening late rather than early,
and he didn’t get sleepy early, as would be the case with the advanced sleep phase
type. The vignette contains no information that would support a parasomnia diagnosis
such as nightmare disorder, or a non-REM sleep arousal disorder such as sleep ter-
rors or sleepwalking.

Two mechanisms could help account for Curtis’s insomnia. His work-related anxi-
ety would be one (his boss was demanding, and times were tough in his industry).
Alternatively, he often reclined on his bed while watching TV. The association of this
waking-related activity with bed (poor sleep hygiene) could be conditioning him to stay
awake.

Pending the outcome of a medical evaluation, here’s how I'd diagnose Curtis (with
a GAF score of 65, with a Z-code to indicate an area that needs work):

F51.01 [307.42] Insomnia disorder, persistent
772.9 [V69.9] Lifestyle problem (poor sleep hygiene)

Generalized anxiety disorder is important in the differential diagnosis of ID. Like those with
this anxiety disorder, patients with ID also lie awake worrying. (The difference is that their
anxieties are focused on their inability to sleep as well as think they should.) Also watch
for “masked depression”: Inquire carefully about other vegetative symptoms (appetite,
weight loss) of a major depressive episode when you are evaluating patients who appear
to have only ID.

F51.11 [307.44] Hypersomnolence Disorder

Sleep experts have adopted the term hypersomnolence in place of the familiar hyper-
somnia, and here’s why: The new term better describes the fact that these conditions
can result either in excessive sleep or in a less-than-optimal quality of wakefulness.
The latter includes trouble waking up or remaining fully awake, sometimes called sleep
inertia—the sensation of just not being able to fully awaken (or stay that way) when we
need to be fully alert. Hypersomnolence disorder (HD) includes conditions of hyper-
somnolence that occur with medical, mental, or other sleep disorders, and some that
are apparently free-standing.

People with HD tend to fall asleep easily and rapidly (often in 5 minutes or less),
and they may sleep late the next day. Although total sleep time is likely to be 9 or more
hours in 24, they may feel so chronically tired and sleepy that even after a normal
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night’s sleep they take daytime naps. These tend to be long and unrefreshing; they don't
improve things much. Such people tend to have trouble awakening in the morning,
and they may be groggy and have peculiar problems with disorientation, memory, and
alertness. In their state of reduced alertness, they may behave more or less automati-
cally, performing behaviors for which they have poor later recall.

Although we don't have a lot of information about HD, it probably occurs about
equally in males and females and begins when they are relatively young, usually in
their teens or 20s. It may affect up to 1% of the general population.

Though the cause of HD isn’t always apparent, there are a number of known asso-
ciations. Hypocretin deficiency occurs less often in cases of HD than in narcolepsy with
cataplexy, though on average, its level is less than that for the general population. Also
common is a gene allele (HLA DQB1*0602, for anyone keeping score at home), though
no one is in a position to say that HD is strictly a genetic phenomenon. Some patients
with HD may be experiencing difficulty coping with stress; others may be trying to
compensate for a sense of something lacking in their lives. In any event, the outcome
is total sleep time that far exceeds the norm, causing these people sometimes to take
medications. Central nervous system stimulants can help reduce daytime sleepiness;
however, tranquilizers are likely to make matters worse.

HD can occur with or without medical illnesses or other mental disorders, but we
should not diagnose it if it occurs only with another sleep—wake disorder.

Essential Features of Hypersomnolence Disorder

The patient complains of severe daytime drowsiness even after 7+ hours of sleep,
repeatedly naps or falls asleep each day, has difficulty remaining fully awake, or
sleeps long (9+ hours a night) but doesn’t sleep well (it isn't refreshing).

The Fine Print

The D’s: e Duration (3+ times a week for 3+ months) e Distress or disability (work/
educational, social, or personal impairment) e Differential diagnosis (substance use
and physical disorders, other sleep-wake or mental disorders, normal sleep)

Coding Notes

Specify if:
Acute. Duration under 1 month.
Subacute. Duration 1-3 months.
Persistent. Duration 3+ months.

Specify if:

With mental disorder.
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With medical condition.
With another sleep disorder. Don’t make the diagnosis at all if hypersomnolence
occurs only with another sleep disorder.

In each case, code the coexisting disorder.

Specify severity, depending on number of days with difficulty maintaining daytime
alertness:

Mild. 1-2 days a week.
Moderate. 3-4 days a week.
Severe. 5+ days a week.

Colin Rodebaugh

From the time he was 15, Colin Rodebaugh had dreamed of becoming an architect. He
had read biographies of Christopher Wren and Frank Lloyd Wright; in the summers,
he worked around construction projects to learn how materials went together. Now he
was 23 and in his second year of architectural school, and he couldn’t stay awake dur-
ing class.

“I might as well have weights tied to my eyelids,” he said. “For the last 6 months,
two or three times a day, I just have to take a nap. It could be in class, any time. It even
happened once when I was making love to my girlfriend—not after, but during!”

Colin complained that he was tired all the time, but his health appeared to be
excellent. His father, a family practitioner in Arizona, had insisted that he have a com-
plete physical exam. Colin had been specifically questioned about any history of sudden
weakness, loss of consciousness, or seizure disorder, none of which he had had. His
mother practiced clinical psychology in Oregon, and she was ready to vouch for his
mental health.

“T get plenty of sleep at night—at least 9 hours. That’s not the problem. It’s that I
hardly ever feel rested, no matter how much sleep I've had. If T do take a nap, I wake
up feeling almost as groggy as when I nodded off.”

Even apart from Colin’s sleep problem, school was a frustration. Although he was
technically proficient, he’d discovered that he didn’t have the eye for design of some of
his classmates. During the past semester, he had realized that what talent he had lay
in drafting, not design. His advisor hadn’t argued with him when they had discussed a
possible career change.

Evaluation of Colin Rodebaugh

As with insomnia, the first task in evaluating hypersomnolence is to rule out the many
conditions that could be causing it. Although the vignette does not contain all the infor-
mation Colin’s clinician would need, it hits the high points.

Physical illnesses are probably the most important considerations for this differ-
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ential diagnosis. Based on a recent workup and physical exam, Colin appeared to be
healthy. Furthermore, there had been no history of sudden weakness or lapses of con-
sciousness that might indicate psychomotor epilepsy. (According to DSM-5 criterion
F, a patient can have a medical condition and still receive a diagnosis of HD, as long as
the medical condition doesn’t fully explain the problem with sleep.) We have no infor-
mation about substance use (E); Colin’s clinician would have to evaluate that. At least
his mother, who was a mental health professional, felt that there was no indication of
another mental disorder (also F).

Narcolepsy is another sleep disorder that causes daytime sleepiness (D). But such
individuals are typically refreshed by their brief naps, whereas Colin felt groggy. His
clinician could ask Colin’s girlfriend whether he snored or had other symptoms sugges-
tive of sleep apnea. Insufficient nighttime sleep seems so obvious a possibility that it is
sometimes overlooked (suspect it in patients who sleep less than 7 hours a night). Colin
felt that he got plenty of sleep, and at 9 hours a night or more, we wouldn’t consider him
sleep-deprived (A).

As far as we can tell from the vignette, Colin’s sleep disorder had lasted about 6
months, and it occurred nearly every day—certainly every day he was in class (B, C).
I'd definitely include in his evaluation some mention of the problem he was having with
school; it could help point the way to a therapeutic intervention. His GAF score would
be about 65.

F51.11 [307.44] Hypersomnolence disorder, persistent, severe
755.9 [V62.3] Inadequate school performance

A teenage or college-age boy who’s grumpy and likes to sleep in? Stop the presses!

Well, if the behavior is due to Kleine—Levin syndrome (KLS)—one of myriad disor-
ders subsumed under HD, with medical condition—it can be both unusual and distressing.
Just how unusual? With fewer than 500 patients ever reported worldwide, KLS may be the
rarest condition (by several orders of magnitude) mentioned in DSM-5. If ever you encoun-
ter such a patient, here’s what you should expect to find.

Eighty percent of KLS cases begin during the teen years. By a 2:1 or 3:1 ratio, males
predominate, though it may be more severe when it occurs in females. All patients experi-
ence profound hypersomnolence—sleeping 12—24 hours a day (mean and median are
each 18 hours). In addition, nearly everyone experiences altered cognition: derealization,
perplexity, perhaps loss of concentration or memory problems (some patients have com-
plete amnesia for the episodes). Patients become churlish or argumentative and irritable,
especially if prevented from sleeping. Four out of five have a change in eating behavior:
specifically, voracious overeating (way past the point of feeling full), without, however, the
purging behavior that is typical of patients with bulimia nervosa.

In two out of three cases, speech is also abnormal: Patients become mute or lack
spontaneous speech; or they speak only in monosyllables; or speech is slow, slurred, or
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incoherent. Nearly half also experience hypersexuality—some expose themselves or mas-
turbate openly, or make inappropriate sexual advances to others. At the same time, nearly
half report depressed mood, which usually remits at the end of each episode. Indeed,
between episodes, nearly all patients appear completely normal.

The cause of KLS is unknown. Sometimes it begins with an infection, perhaps one as
mild as a cold; some cases are precipitated by a stroke, a tumor, or another neurological
disorder such as multiple sclerosis. Episodes last 1-3 weeks, and typically recur several
times a year. This pattern persists for perhaps 8 years, or an average of 12 episodes. Then,
for no apparent reason, just as it began, it often simply disappears. Those who continue to
have episodes often find them greatly moderated.

If you do see such a patient, write up the case history for publication—and send me
a copy.

Narcolepsy

Narcolepsy is a syndrome of excessive sleepiness that has been recognized since about
1880. The classic presentation includes four symptoms: sleep attacks, cataplexy, hal-
lucinations, and sleep paralysis. Most people don’t have all of these symptoms, though
the clinical picture can appear strange enough that patients are sometimes mistakenly
diagnosed as having a non-sleep-related mental disorder.

e REM periods begin within a few minutes of the onset of sleep, instead of the
usual hour and a half. (In older patients, sleep latency tends to increase.) Often
they will even intrude upon the normal waking state, resulting in the irresistible
urge to sleep. These sleep attacks tend toward brevity, lasting from a few min-
utes to over an hour. In contrast to the grogginess that patients with hypersom-
nolence disorder often experience, the sleep is refreshing—except for children,
who may awaken feeling tired. Then there follows a refractory period of an hour
or more, during which the patient will remain completely awake. Sleep attacks
can be triggered by stress or by emotional experiences (usually “positive” ones,
such as jokes and laughter). The resulting daytime drowsiness is often the earli-
est complaint of patients with narcolepsy.

e The most dramatic symptom is cataplexy—a sudden, brief episode of paraly-
sis that can affect nearly all voluntary muscles, though sometimes just specific
muscle groups, such as the jaw or the knees. When all muscles are affected, the
patient may collapse completely. If fewer muscle groups are involved or if the
attack is brief, cataplexy may go almost unnoticed. Episodes of cataplexy may
occur with sleep attacks, but they can be separate, without loss of consciousness.
Often they are precipitated by intense emotion, such as laughter, weeping, or
anger, or even by orgasm. Cataplexy usually develops within a few months of
the onset of hypersomnia. (Brain lesions such as tumors, infections, or injury
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can cause some people to experience cataplexy without having other symptoms
of narcolepsy.)

Young children, especially those who have been only briefly ill, may not
have classical cataplexy; rather, they experience episodes of jaw movement,
grimacing, or sticking out of the tongue that can occur even without evi-
dence of emotional triggers. These attacks gradually morph into more classical
cataplexy.

e Hallucinations, which are mainly visual, may be the first symptoms of narco-
lepsy. They hint that REM sleep is suddenly intruding upon the waking state,
because hallucinations occur when the patient is going to sleep or awakening.

e Sleep paralysis can be frightening: The patient has the sensation of being awake
but unable to move, speak, or even breathe adequately. Sleep paralysis is associ-
ated with anxiety and fear of dying; it usually lasts less than 10 minutes and may
be accompanied by visual or auditory hallucinations.

REM is a relatively shallow stage of sleep. The acronym stands for rapid eye movement—
behind closed lids, our dreaming eyes track back and forth—which is when most of the
dreams that we can recall also occur. During normal REM sleep, our skeletal muscles
become paralyzed, which we ordinarily don’t notice because we are safely asleep. REM
sleep occurs throughout the night, usually beginning about 90 minutes after we first
drop off, and it constitutes 20—25% of total sleep time. During REM sleep, heart rate and
breathing are irregular; dreams are intense and tend to be remembered; erections of the
penis or clitoris occur.

A typical history that includes at least three of the four classic symptoms (as
described above) is good presumptive evidence for narcolepsy. But because it’s a chronic
disorder that can be difficult to manage and implies lifelong treatment, the diagnosis
should be confirmed by appropriate lab studies. In that regard, the neuropeptide hypo-
cretin (sometimes it’s called orexin) has recently been implicated. Produced in the lat-
eral hypothalamus, it promotes wakefulness. Patients with narcolepsy often have much
less of it than normal, probably because some of the neurons that produce it have been
destroyed by an autoimmune process. These findings are robust enough that they have
crept into the criteria for this disorder.

Strongly hereditary, narcolepsy affects males and females about equally. Though
uncommon, it is far from rare, affecting about 1 person in 2,000. It typically starts when
the patient is a child or adolescent, but nearly always by the age of 30. Once begun, it
usually develops slowly and steadily. It can lead to depression, impotence, trouble at
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work, and even accidents in the street or on the job. Complications include weight gain
and the misuse of substances in an attempt to maintain daytime alertness. Mood disor-
ders and generalized anxiety disorder are sometimes comorbid.

The italicized word pairs below are nearly homophones, but note carefully the differences.
Cataplexy is from Greek, and it means “to strike down”; it is a brief—usually 2 minutes or
less—symptom of narcolepsy. Catalepsy (“to hold down”) is the prolonged form of immo-
bility that occurs in catatonia.

Hypnagogic and hypnopompic are two terms widely used to describe events that
take place when one is going to sleep or waking up, respectively (Greek: hypn = “sleep,”
agogue = “leader,” pomp = “sending away”). And note the spellings: hypna and hypno—
yet another gift from the Greeks.

Essential Features of Narcolepsy

The patient cannot resist attacks of daytime sleep, which are associated with cata-
plexy (see the preceding sidebar), low cerebrospinal fluid hypocretin, and decreased
REM sleep latency on nighttime polysomnography. Cataplexy is usually associated
with strong emotion, such as laughter.

The Fine Print

The D’s: e Duration (several times a month for 3+ months) e Differential diagnosis
(substance use and physical disorders, mood disorders, sleep apnea)

Coding Notes
Specify:

G47.419 [347.00] Narcolepsy without cataplexy but with hypocretin deficiency

G47.411 [347.01] Narcolepsy with cataplexy but without hypocretin deficiency
(rare)

G47.419 [347.00] Autosomal dominant cerebellar ataxia, deafness, and narco-
lepsy; or autosomal dominant narcolepsy, obesity, and type 2 diabetes

GA47.429 [347.10] Narcolepsy secondary to another medical condition

GA47.8 [780.59] Other specified sleep-wake disorder: Narcolepsy with cataplexy
with hypocretin deficiency; or other specified sleep-wake disorder: Narco-
lepsy with cataplexy with unknown hypocretin status
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(The last two narcolepsy conditions are probably among the most common we
encounter, yet they are not specifically addressed in DSM-5. These “other specified”
codes are what we'll have to use—at least for now.) For each type, code also the
underlying medical condition.

Specify severity:

Mild. Cataplexy under once a week; only 1-2 naps per day.

Moderate. Cataplexy 1-7 times per week; multiple naps per day, troubled night-
time sleep.

Severe. Cataplexy that is resistant to medications; multiple attacks per day, trou-
bled nighttime sleep.

Emma Flowers

“It’s been happening like this for several years. Only now it’s worse,” said Eric Flowers,
Emma’s husband. He had brought her to the clinic because she no longer felt she could
drive safely.

Emma herself was slumped in the interview chair next to him. Her chin rested
on her chest, and her left arm hung down at her side. She had been soundly asleep for
several minutes. “If she hadn’t been sitting down, she’d have fallen down,” said Eric.
“T've had to catch her half a dozen times.”

As a teenager, Emma had had vivid, sometimes frightening dreams that occurred
as she was going to sleep, even if it was only a brief afternoon nap. By the time she
married Eric, she was having occasional “sleep attacks,” when she would find the urge
to lie down and take a brief nap irresistible. Over the next several years, these naps
became more frequent. Now, at age 28, Emma was napping for 10 minutes or so every
3—4 hours during the day. Her nighttime sleep seemed entirely normal to her, but Eric
reflected that she sometimes jerked or moved around a good deal in her sleep.

It was the falling attacks that had prompted this evaluation. At first Emma noticed
only a sort of weakness in her neck muscles when she felt sleepy. Over the course of a
year the weakness had increased, until now it affected every voluntary muscle in her
body. It could happen at any time, but usually it was associated with the onset of sud-
den sleepiness. At these times she seemed to lose all of her strength, sometimes so sud-
denly that she didn’t even have time to sit down. Then she would collapse, right where
she had been standing, though she would often retain full consciousness. Today it had
happened while she was sitting down. Once it had happened while she was trying to
park her car. She had seen a neurologist the month before, but an EEG had revealed no
evidence of a seizure disorder, and an MRI was normal.

Emma stirred, yawned, and opened her eyes. “T did it again, didn’t I?”

“Feeling better?” asked her husband.

“T always do, don’t I?”
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Evaluation of Emma Flowers

This vignette illustrates most of the typical symptoms of narcolepsy: repeated attacks
of irresistible sleep (criterion A) during the day; cataplexy (which does not invariably
cause the patient to fall, and during which the patient may remain awake) (Bla). Some
patients have vivid dreams that occur during the onset of sleep, and sleep paralysis,
which also occurs unnoticed during normal REM sleep.

Sleep apnea also causes daytime sleepiness, but it usually occurs in male patients
who are middle-aged or older. Differential diagnosis should also include all the other
possible causes of excessive somnolence: substance-induced sleep disorders; major
depressive episode with atypical features; various cognitive disorders (especially
delirium); and a panoply of medical illnesses, such as hypothyroidism, epilepsy, hypo-
glycemia, myasthenia gravis, multiple sclerosis, and rarer neurological conditions such
as Kleine-Levin and Prader—Willi syndromes. Emma’s clinician should, of course,
consider each of these. Don't disregard plain vanilla insufficient sleep and circadian
rhythm sleep—wake disorder, delayed sleep phase type—both staples of adolescence.

Although Emma’s clinical symptoms fulfill the DSM-5 requirements for narco-
lepsy, for us to determine the coding type, she would have to submit to a lumbar punc-
ture for a measurement of cerebrospinal fluid hypocretin. I'm not sure that she (or many
other patients) would willingly submit to the procedure for such limited benefit. Nar-
colepsy with cataplexy is almost always associated with reduced hypocretin, so, with a
GAF score of 60, her diagnosis would almost certainly turn out to be this:

G47.8 [780.59] Narcolepsy with cataplexy with unknown hypocretin status

DSM-5 notes that laboratory validators have become increasingly used in evaluating and
diagnosing the sleep disorders, to the extent that they are now required for some condi-
tions. One of these, the multiple sleep latency test, is an evaluation done by polysomnog-
raphy in a sleep laboratory. First described by Dement and Carskadon in 1977, it is the
standard by which we are now advised to judge hypersomnolence. Here’s how it works:

During the patient’s normal waking time, in a quiet, darkened room, an EEG is
recorded during naps. After 20 minutes, the patient is awakened, then asked to nap again
2 hours later. This is repeated every 2 hours for a total of four or five sessions. Each epi-
sode of sleep is interrupted as soon as REM is detected, so as to preserve REM pressure
for subsequent episodes. The times until the patient falls asleep (sleep latency) are aver-
aged, yielding the score used for diagnosis. A score of 5 minutes is generally considered
significant for the diagnosis of narcolepsy, though times tend to increase somewhat with
age.

The multiple sleep latency test is not specific for narcolepsy: Positive scores are
found in some people with sleep apnea or sleep deprivation, and even in a few (2—4%)
people who have no symptoms at all.



318

SLEEP-WAKE DISORDERS

Breathing-Related Sleep Disorders

G47.33 [327.23] Obstructive Sleep Apnea Hypopnea

Central Sleep Apnea

Apnea is easy: It means simply the absence of breathing. Hypopnea—shallow or infre-
quent breathing—has been variously defined. By convention, it now refers to a period of at
least 10 seconds during which air flow is reduced by 30% or more and oxygen saturation
of the blood is reduced by at least 4%.

As you have probably guessed, there is also a mixed form. It begins with a central
apnea and ends in an obstructive apnea.

Here are two sleep—wake disorders that can kill. For periods lasting 10 seconds to a
minute or longer during sleep (never while a patient is awake), airflow through the
upper respiratory passages of these patients stops completely. Gas exchange falls off,
affording sufferers a little taste of suffocation every time they go to bed.

In the more common obstructive type, the chest heaves as the sleeper tries to
inhale, but tissues in the mouth and pharynx prevent the normal flow of air. The strug-
gle can rage for up to 2 minutes, culminating in an extraordinarily loud snore. All of this
may be inapparent to the patient, but a bed partner is usually well aware. Most patients
experience far more than 30 of these episodes per night.

In the less common central type (which comprises a number of possible etiolo-
gies), the patient simply stops making any effort to breathe—the diaphragm just takes a
rest, so to speak. Snoring can be present, but it is usually not prominent. Affected men
may complain especially of hypersomnolence, women of insomnia. Note that patients
don’t need to have symptoms to qualify for this diagnosis; polysomnographic findings
alone will be enough. However, patients typically note that they awaken at night, short
of breath, and consequently feel sleepy the next day. This condition is found with the
chronic use of opioids or with severe neurological or medical illnesses—disorders you
are unlikely to encounter outside a critical care ward. (Cheyne—Stokes breathing is
found in people who have had recent stroke and heart failure.)

Regardless of type, the blood of a patient with sleep apnea becomes depleted of
oxygen until breathing starts again. Often patients are not aware of these events at all,
though some may awaken partly or completely. Besides snoring and daytime drowsi-
ness, there are often problems with hypertension and cardiac arrhythmias; patients
may also complain of morning headaches and impotence. During the night, some peo-
ple become markedly restless, kicking at bedclothes (or bed partners), standing up, or
even walking. Other sequelae include irritability and cognitive impairment, as shown
by distractibility, problems with perception or memory, or bewilderment. Patients may
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also experience heavy sweating, hallucinations when going to sleep, sleep talking, or
sleep terrors. Nocturia (getting up at night to urinate) is often associated with sleep
apnea, though no one knows why.

Obstructive sleep apnea hypopnea affects perhaps 5% of the general population,
increasing with age to about 20% at 65. Besides old age, risk factors include obesity
(shirt collar size over 16% for adult men), African American ethnicity, and (the mutu-
ally exclusive) male gender and pregnancy. It is highly familial, with a genetic basis.
Enlarged tonsil tissue can put even young children at risk.

Because sleep apnea is potentially lethal, always consider it in the differential
diagnosis of either hypersomnolence or insomnia. Rapid detection and management
can be life-saving. Although an observant bed partner can provide evidence of sleep
apnea that is almost definitive, confirmatory polysomnography is now required for
diagnosis.

The symptoms are similar for the two types, and discrimination depends on spe-
cific polysomnography findings, so I've provided only one vignette.

The criteria make central sleep apnea one of the few DSM diagnoses that you can’t sub-
stantiate on purely clinical grounds. In fact, no clinical features at all are described. Though
mental retardation, now intellectual disability, previously involved an 1Q test, even that
requirement (for severity levels) has been dumped by DSM-5. Still, with the sleep disorder
requirements, | worry that we may be witnessing the beginnings of change to a world
where mental health diagnosis is no longer a clinical discipline, but one that makes its
home in the laboratory.

Essential Features of Obstructive Sleep Apnea Hypopnea

A patient complains of daytime sleepiness that results from nighttime breathing
problems: (often long) pauses in breathing, followed by loud snores or snorts. Poly-
somnography reveals obstructive apneas and hypopneas.

The Fine Print

Diagnosis requires at least 5 apneas or hypopneas per hour, unless the history reveals
no nocturnal breathing symptoms or daytime sleepiness; then, there must be 15
apnea/hypopnea episodes per hour.

The D’s: There are none.
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Coding Notes

Code severity, based on number of apneas/hypopneas per hour:

Mild. Fewer than 15.
Moderate. 15-30.
Severe. 30+.

Essential Features of Gentral Sleep Apnea

For each hour of sleep, the patient’s polysomnography shows 5+ central sleep apneas.

The Fine Print

The D’s: o Differential diagnosis (other sleep—wake disorders)

Coding Notes
Specify:

G47.31 [327.21] Idiopathic central sleep apnea

R06.3 [786.04] Cheyne-Stokes breathing (a pattern of rising and falling depth of
breathing, with frequent arousals; see text)

GA47.37 [780.57] Central sleep apnea comorbid with opioid use

Code severity based on number of apneas/hypopneas per hour and degree of oxygen
saturation and sleep fragmentation. DSM-5 doesn't provide any further guidance.

Roy Dardis

“I guess it's been going on 30 years and more,” said Lily Dardis. She meant her hus-
band’s snoring. “T used to sleep soundly myself, so it didn’t bother me. Lately, I've had
arthritis that’s kept me awake. Roy rattles the windows.”

Lying awake nights waiting for the painkiller to take effect, Lily had opportunities
for minutely studying her husband’s sleeping habits. As someone who slept on his back,
Roy had always been a noisy breather at night. But every 5 minutes or so, his respira-
tions dropped off to nothing. After 20 or 30 seconds, during which his chest would pitch
and heave, he’d finally break through with an enormous snort. This would be rapidly
followed by several additional louder-than-usual snores. “It's a wonder the neighbors
don’t complain,” Lily said.

Roy Dardis was a tall man of enormous bulk—a testament to Lily’s country cook-
ing. He guessed he’d always snored some; his brother, with whom he had shared a room
as a child, used to tease him about it. Of course, as he jokingly pointed out, the racket
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never bothered him because he slept right through it. Roy’s complaint was that he just
didn’t feel rested. He tended to nod off, whether he was at work or watching TV, which
left him grumpy.

In the mornings, Roy often awakened with a headache that seemed localized to
the front of his head. Two cups of strong coffee usually took care of the headache.

Evaluation of Roy Dardis

Lily Dardis presented strong evidence that Roy had sleep apnea: She observed that
Roy had many periods when he would stop breathing, then resume with an extra-loud
snore. From her description of his struggles to breathe during the apneic periods, this
would appear to be an obstructive type of sleep apnea. Roy’s bulk, morning headaches,
and complaints about dropping off to sleep during the day are also typical of sleep
apnea. A clinician should ask any patient like Roy about hallucinations when going to
sleep, changes in personality (irritability, aggression, anxiety, depression), loss of sex
interest, impotence, night terrors, and sleepwalking; each of these is encountered with
varying frequency in sleep apnea. Patients also often have heart disease, high blood
pressure, stroke, and alcohol use, though some of these are undoubtedly complications
rather than causes.

Other causes of hypersomnolence should be considered, though they would not
seem likely in Roy’s case. Daytime sleepiness and hypnagogic hallucinations occur in
narcolepsy, but Roy had no cataplexy and his daytime naps were not refreshing. Of
course, many otherwise normal people snore, and this should be considered in the dif-
ferential diagnosis of any patient whose chief complaint is snoring.

Despite Roy’s typical history, sleep lab studies must be pursued; in addition to
the diagnostic requirement for polysomnography, his blood oxygen saturation dur-
ing an attack of apnea should be evaluated. Other mental disorders (especially mood
and anxiety disorders) and substance-related disorders should be evaluated. Some of
these—notably major depressive disorder, panic disorder, and major neurocognitive
disorder—may be found as associated diagnoses.

Roy had a GAF score of 60. WeTe supposed to score severity based on polysom-
nography. But on clinical grounds I would judge that Roy was at least moderately
impaired by his disorder, and that’s the level I'd put down—at least until he received
some testing:

G47.33 [327.23] Obstructive sleep apnea hypopnea, moderate
E66.9 [278.00] Obesity

Sleep-Related Hypoventilation

Health and comfort demand steady regulation of our blood gases: oxygen (O,) high,
which means 95% or higher; carbon dioxide (CO,) just right—not too high, not too
low—in the range of 23—29 milliequivalents per liter. Our bodies accomplish this by
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means of a simple feedback loop: Low O, or high CO, signals the brain’s respiratory
center that our lungs need to work harder. In people with sleep-related hypoventila-
tion, however, the chemoreceptors and the medullary (brainstem) neuronal network
fail to send the right sort of signal, so breathing remains shallow. When awake, these
folks can compensate by intentionally breathing faster or deeper, but during sleep, that
strategy fails and breathing becomes shallower still. Symptoms are usually worse dur-
ing sleep, and periods of apnea, when breathing stops completely, usually occur.

This condition is found especially in people who are severely overweight or who
have disorders such as muscular dystrophy, poliomyelitis, amyotrophic lateral sclerosis,
and tumors or other lesions of the spinal cord or central nervous system. Most adult
patients (usually men ages 20-50) don’t complain of breathing problems, but they do
report the insidious development of daytime drowsiness, fatigue, morning headache,
frequent nocturnal awakenings, and unrefreshing sleep. They may also have ankle
edema and the blue skin tone that indicates oxygen deficit. Even small doses of seda-
tives or narcotics can make already inadequate breathing much worse. Tragically, it can
affect small children, too (see the next sidebar).

Despite the many clues such as daytime sleepiness, fatigue, and morning head-
ache, the DSM-5 criteria set rests entirely on results of polysomnography. The syn-
drome is uncommon, so I've provided no vignette.

Essential Features of Sleep-Related Hypoventilation

A patient’s polysomnography shows periods of reduced breathing and high CO, lev-
els.

The Fine Print

The D’s: e Differential diagnosis (other sleep—wake disorders)

Coding Notes
Specify:

G47.34 [327.24] Idiopathic hypoventilation

G47.35 [327.25] Congenital central aveolar hypoventilation

G47.36 [327.26] Comorbid sleep-related hypoventilation (due to a medical disor-
der such as lung disease, obesity, or muscular dystrophy)

Code severity based on CO, and O, saturation.

Even in research reports, sleep-related hypoventilation is sometimes called Ondine’s
curse. The name refers to the legend of Ondine (sometimes Undine), a water nymph who
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falls in love with a knight. Ondine knows that she will lose her immortality if she should
marry a human and bear him a child. In thrall to love, she takes the plunge anyway, and
sure enough, she begins to age. As her beauty slips away, so goes her husband’s affec-
tion. When she finds him snoring in the arms of another woman, she reminds him that he
had sworn “faithfulness with every waking breath.” She then utters the curse that he will
keep breathing only so long as he remains awake. When he inevitably falls asleep, he dies.

We aren’t told how the curse of a now mortal Ondine could retain its force, and it
remains unexplained why the term is usually attached specifically to the congenital form
of hypoventilation. But in roughly 1 of 50,000 live births—traceable to a sporadic mutation
in PHOX2B, an autosomal dominant gene on chromosome 4—the child simply doesn’t
breathe when sleeping. These children usually die young, though recently, with trache-
ostomy and nighttime mechanically assisted breathing, some have survived to relatively
normal adulthood.

Circadian Rhythm Sleep—-Wake Disorders

The word circadian comes from the Latin meaning “about 1 day.” It refers to the
body’s cycles of sleep, temperature, and hormone production, which are generated in
the suprachiasmatic nucleus of the brain’s anterior hypothalamus. When there are no
external time cues (natural daylight or artificial reminders like clocks), the free-running
human cycle is actually about 24 hours, 9 minutes—a discrepancy too small to cause
most of us any serious difficulty. But sometimes a misalignment between our natural
body rhythms and the demands of our work or social lives results in unwanted sleep-
lessness or drowsiness, or both.

The normal circadian sleep—wake cycle changes throughout life. It lengthens dur-
ing adolescence; that’s one reason why teenagers are prone to late nights and sleeping
in. It shortens again in old age, causing older people to fall asleep in the evening while
reading or watching television, and making both shift work and jet lag harder on them.

Whatever happened to jet lag? In DSM-1V, it was one of the possible circadian rhythm
subtypes. But because it is so common, brief, and (really, when you think about it) pretty
darned normal to our jet-setting sensibilities, it has been removed from the pantheon of
DSM disorders. Still, it might be useful to mention its symptoms.

You've probably had it yourself. After air travel across several time zones, you expe-
rienced attacks of intense sleepiness and fatigue. Perhaps, like some people, you felt
nauseated or had other flu-like symptoms. But by the second day you began adjusting to
the new time zone, and within a few days you felt just fine.

Most people find that time adjustment is faster and easier after flying westward
than the reverse. Perhaps this is because the body’s natural cycle is a little longer than
24 hours; perhaps it is because we can keep ourselves awake on the long trip home from
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Europe, then crash for a truly splendid night’s sleep. Studies have shown that adjustment
to westward flights occurs at the rate of about 90 minutes per day, whereas adjustment to
eastward flights is only about 1 hour per day. This is true regardless of which direction you
fly when leaving home. Well, except north or south.

So, if (when) jet lag visits you, cope with it as you would with any other normal feature
of contemporary life. You are in the remarkable situation of feeling ill without being sick.

Circadian Rhythm Sleep-Wake Disorder, Delayed Sleep Phase Type

Because they feel alert and active in the late evening, people with delayed sleep
phase—variously called “owls” or “night people”™—go to sleep late (sometimes progres-
sively later each night) and awaken in late morning or afternoon. Left to their own
devices, they feel just fine. But if they must arise early to attend class or get to work (or
eat lunch), they feel drowsy and may even appear “sleep-drunk.” Irregular sleep habits
and the use of caffeine or other stimulants only worsen their plight.

Such people may account for up to 10% of sleep clinic patients who complain of
chronic insomnia. The delayed sleep phase type is by far the most common type; it is
especially common among teens and young adults. Delayed sleep phase is even esti-
mated (telephone survey) to occur in about 3% of the older (ages 40—-64) general popula-
tion. A familial component can be identified in up to 40%.

Note that delayed sleep phase must be distinguished from the lifestyle issues of
those who simply prefer going to bed late and sleeping in. Those people may feel quite
comfortable with their eccentric schedules, which they don’t make much effort to alter.
People with the actual disorder complain of hypersomnolence and would like to change.

Circadian Rhythm Sleep-Wake Disorder, Advanced Sleep
Phase Type

Patients with advanced sleep phase are the opposite of those just described; we might
call this the “early to bed, early to rise” disorder. Their desired time to sleep is early
rather than late, so they feel great in the morning but are sleepy in the late afternoon
or early evening. Sometimes theye called “larks.” Advanced sleep phase appears to be
much less frequent even than delayed sleep phase, though this could be in part because
it causes less discomfort and fewer social problems. It has been reported to occur more
often with advancing age and to run in families.

Circadian Rhythm Sleep-Wake Disorder, Non-24-Hour
Sleep-Wake Type

The non-24-hour type is also called the free-running type, and it occurs mainly in
completely blind people, who of course have no light cues to entrain their biological
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clocks. (Up to 50% of blind people may be affected, beginning at the age total blind-
ness begins; most of those with minimal light perception—even the equivalent of a
single candle—remain normally entrained.) Sighted people who are affected tend to
be mainly young (teens and 20s) and male; they often have other mental disorders. The
18-hour schedules that accompany life in a submarine can also lead to a free-running
biological rhythm. Most sighted people who undergo a research protocol in which there
are no visual time cues will ultimately develop non-24-hour sleep—wake type.

Circadian Rhythm Sleep-Wake Disorder, Irregular
Sleep-Wake Type

The pattern here is . . . no pattern. The patients” total sleep duration may be normal,
but they feel sleepy or insommiac at varying, and unpredictable, times of day. They
may take naps, so it’'s important to rule out poor sleep hygiene. Irregular type may
be encountered in various neurological conditions, including dementia, intellectual
disability, and traumatic brain injury. The prevalence is unknown, but it’s probably
rare. As far as we know, this condition affects the sexes about equally. Age is a risk
factor, mainly due to the late-life presence of medical disorders such as Alzheimer’s
disease.

Circadian Rhythm Sleep-Wake Disorder, Shift Work Type

When workers must change from one shift to another, especially when they must be
active during their former sleep time, sleepiness sets in and performance declines.
Sleep during the new sleep time is often disrupted and too brief. The symptoms, which
can affect nearly a third of people doing shift work, are worst after a switch to night
work, though people vary considerably in the time required for this adjustment. Addi-
tional factors include age, commuting distance, and whether the individual is naturally
a “lark” or an “owl.” Symptoms may last 3 weeks or longer, especially if workers try to
resume their normal sleeping schedules on weekends or holidays.

Essential Features of Circadian Rhythm Sleep—Wake Disorders
A recurring mismatch between the patient’s sleep—wake pattern and environmental

demands causes insomnia or hypersomnolence.

The Fine Print

The D’s: o Distress or disability (work/educational, social, or personal impairment) e
Differential diagnosis (substance use disorders, other sleep disorders)
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Coding Notes
Specify:

G47.21 [307.45] Delayed sleep phase type. The patient has trouble falling asleep
and awakening on time.

G47.22 [307.45] Advanced sleep phase type. The patient has trouble remaining
awake until the desired bedtime and awakens before time to arise.

G47.23 [307.45] Irregular sleep—wake type. The patient’s sleep and wake periods
vary irregularly throughout the 24-hour period.

G47.24 [307.45] Non-24-hour sleep-wake type. Times of sleep onset and wake-
fulness are not entrained to the 24-hour period, and each day gradually
drifts (usually later).

G47.26 [307.45] Shift work type. Because of night shift work or frequently
changing job shifts, during the main sleep period, the patient experiences
hypersomnia during the major period of wakefulness or insomnia (or both).

G47.20 [307.45] Unspecified type.

Specify if:

Familial. Applies to both delayed and advanced sleep phase types.
Overlapping with non-24-hour sleep-wake type. Applies to delayed type.

Specify if:

Episodic. Symptoms last 1-3 months.
Persistent. Symptoms last 3+ months.
Recurrent. There are two or more episodes within 1 year.

Marcelle Klinger

Marcelle was a 60-year-old registered nurse, one of seven employed by her small com-
munity hospital in the northern California hills. The entire facility had only 32 beds,
and although there were nursing aides and licensed practical nurses to assist, state law
required a registered nurse always to be present in the facility. When the nurse who
had worked the graveyard shift (11 P.M. to 7:30 A.M.) finally retired, the hospital admin-
istrator asked for a volunteer to fill that position.

“Nobody did,” said Marcelle, “so some genius decided it was only fair that every-
one take turns.”

The result was 4-week shifts. In the course of a year, each nurse would work six
of these shifts on days, four on evenings, and two on graveyard. Everyone grumbled,
but Marcelle hated it the most. The switch from days to evenings wasn’t too bad; she
lived close by, so she could be home in bed by midnight. But the graveyard shift was a
disaster.
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“I'm the only registered nurse there, and I'm supposed to be awake and alert the
whole time. Patients depend on me. But my eyes keep squeezing themselves shut, and
my brain seems to hum, as if it’s going to sleep. Part of the time I feel sick to my stom-
ach. One time I did fall asleep at work, just for 10 minutes or so. When the phone rang,
I woke up feeling hung over.”

Marcelle’s physical and mental health was excellent. She’d always been a light
sleeper, so she found daytime sleeping nearly impossible. Heavy drapes could keep
out most of the light, but traffic noise and the sounds from passersby on the sidewalk
outside her bedroom frequently awakened her.

Moreover, the coffee Marcelle drank to keep awake at work prevented her from
going to sleep as soon as she went to bed. It also got her up to the bathroom at least once
or twice. By the time her husband came home in the afternoon from teaching school,
she had seldom slept more than 3 or 4 hours. On weekends, she tried to resume a nor-
mal schedule so that she could be with her family, but that only made things worse.
“T flew to Paris once and felt jet-lagged for a week. Now I'm sick that way for a whole
month.”

Evaluation of Marcelle Klinger

Several features of Marcelle’s condition could have contributed to her discomfort:

1. Like many people who must work shifts (criterion A), she tried to re-readjust
her sleep—wake schedule on the weekends.

2. Cues from outside her window served to arouse her when she tried to sleep.

3. She was 60; because of the physiology of their sleep, older people often have
trouble making these adjustments.

4. She drank coffee to stay awake; the dual effects of the caffeine-induced stimu-
lation and her need to get up to urinate interfered further with what sleep she
could get. As a consequence, she suffered both from insomnia and hypersom-
nolence (B), with obvious attendant distress (C).

From her history, we learn that Marcelle had no physical illness, substance use,
or other mental disorder. (Although patients with a psychosis such as schizophrenia
are sometimes kept up progressively later at night by their hallucinations, mood and
anxiety disorders generally produce only insomnia or hypersomnolence.) The vignette
provides no evidence for any other sleep—wake disorder: When Marcelle napped, it
was not refreshing (this would argue against narcolepsy). She had always been a light
sleeper anyway, but light sleep per se is not considered a sleep disorder (except by some
light sleepers).

The subtype is obvious; Marcelle’s GAF score would be 65.
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G47.26 [307.45] Circadian rhythm sleep—wake disorder, shift work type,
recurrent
756.9 [V62.29] Varying work schedule

Fenton Schmidt

Remarkably, Fenton Schmidt had requested the earliest morning appointment he could
get. As he explained to the sleep specialist, “It’s partly because I knew I'd be at my
worst. I thought you might get a better picture of what I'm up against.” He rubbed his
eyes, which were rimmed with dark circles. “T know, I look like a Doonesbury cartoon
character.”

Fenton’s trouble had begun as long ago as high school. “I'd never have made those
8 oclock classes if my mom hadn’t been there for me.” He rubbed his eyes again and
yawned. “Well, at me. Couple of times, she dumped a pan of cold water on me. It did
get me out of bed.”

In college, Fenton had never scheduled a class before noon, when he could man-
age. That worked out pretty well because he was living with his father, who had kept
the same schedule for 35 years as night shift manager at a convenience store. That was
how he avoided the hung-over feeling of waking too early. “I saw him once when he
got off an early plane. He was asleep on his feet. His dad was first-generation Ameri-
can, and the family still speaks a little German. He called it Schlaftrunkenheit—sleep
drunkenness.”

““Early to bed, early to rise” must have been written by a sadist,” Fenton com-
mented. Several times over the years, he’d tried changing his own sleep schedule by
going to bed earlier. After a few days, he’d always given it up. “Lifelong, if T hit the sack
before 2 A.M., I just lie there, pissed off.”

For a couple of years, Fenton had worked the swing shift for an electronics parts
fabricator. “That strategy worked perfectly for me. When I got off at 11:30 at night, I
could spend whatever time I needed at home, decompressing. I could go to bed when I
wanted, and I only had to get up in time to start my shift at 4. That's p.m.”

“So what is the problem now?” the clinician wanted to know.

Now Fenton had begun working at the pancake house run by the father of his fian-
cée, Jaylene. “Do you know what time people eat pancakes?” he asked. He and Jaylene
both get up early to open up shop. “It works fine for her; she’s a lark. But at 5 A.M., this
owl doesn’t give a hoot.”

Evaluation of Fenton Schmidt

Fenton’s problem is instantly apparent: His sleeping requirements just didn't jibe with
those of his job and his social and personal life (criterion A). With no physical illness
(such as traumatic brain injury) or substance use problems that would provide an alter-
native explanation, the resulting hypersomnolence (B) and distress (C) would complete
the criteria for a circadian rhythm sleep—wake disorder. Of course, his clinician should
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carefully rule out poor sleep hygiene. The fact that he was genuinely troubled suggests
that it was not simply a lifestyle issue.

Fenton’s history provides ample evidence that, of the possible subtypes, his would
be delayed sleep phase type. There was really no need for further verification by poly-
somnography. His GAF score would be 62.

G47.21 [307.45] Circadian rhythm sleep—wake disorder, delayed sleep
phase type, familial

760.0 [V62.89] Phase of life problem (impending wedding)
756.9 [V62.29] Job change
Parasomnias

And here come those disorders where something abnormal happens during sleep—
though the architecture (as the sleep people say) of sleep itself may be normal.

Non-Rapid Eye Movement Sleep Arousal Disorders

Although awakening to the jangle of a telephone in the dead of night can be a struggle,
mostly it’s a pretty straight shot from sleeping to fully awake. OK, we don't like it, feel
unwell, curse the caller, and turn over to shut out the sound of the ring—Dbut were
awake, all right, and we know it. For reasons largely unclear, however, it doesn’t always
work that way. For some people, a way station between being asleep and being awake
causes reactions that range from bemusement to frank horror.

It all stems from the three possible states of the relationship of body and mind.
During wakefulness, they both are working; in non-REM (deep) sleep, both are more
or less idling. During REM (dreaming) sleep, though, the mind is at work but the body
rests; in fact, our voluntary muscles are paralyzed, so that we cannot move. (The fourth
conceivable combination, active body with sleeping mind, is the stuff of zombie films.)
During non-REM sleep arousal disorders, patients experience simultaneous sleeping
and waking EEG patterns; symptoms ensue.

Partial arousals that occur suddenly from non-REM sleep usually occur in the first
hour or two of sleep, when slow-wave sleep is most prevalent. Though the behaviors
sometimes overlap, there are three main types of abnormal arousal. I've listed them in
order of increasing severity:

Confusional arousal < Sleepwalking < Sleep terror

In each of these, events tend to be poorly recalled. Each is more common in children, in
whom they are considered generally benign, perhaps caused by a relatively immature
nervous system. One of them, confusional arousal, didn’t quite make it into the official
DSM-5 pantheon (see sidebar, p. 335).
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Some episodes occur spontaneously, but others follow apparent precipitants, which
can include stress, irregular sleep, drugs, and sleep deprivation. Although family his-
tory is often positive, a genetic causation hasn't been nailed down.

Essential Features of Non-Rapid Eye Movement Sleep
Arousal Disorders

The patient repeatedly awakens incompletely from sleep with sleepwalking or sleep
terror (see Coding Notes). The attempts of others to communicate or console don't
help much. The patient has little if any dream imagery at the time and tends not to
remember the episode the next morning.

The Fine Print

The D’s: e Distress or disability (work/educational, social, or personal impairment)
Differential diagnosis (substance use and physical disorders, anxiety and dissociative
disorders, other sleep disorders)

Coding Notes
Specify:

F51.3 [307.46] Sleepwalking type. Without awakening, the patient rises from
bed and walks. The patient stares blankly, can be awakened only with dif-
ficulty, and responds poorly to others’ attempts at communication.

Specify if:
With sleep-related eating
With sleep-related sexual behavior (sexsomnia)

F51.4 [307.46] Sleep terror type. Beginning with a scream of panic, the patient
abruptly arouses from sleep and shows intense fear and signs of autonomic
arousal, such as dilated pupils, rapid breathing, rapid heartbeat, and sweat-

ing.

Sleep paralysis isn’'t a disorder; it’s a normal feature of sleep. But it can be frightening
when it occurs right at the start (or conclusion) of sleep, when you're partly conscious.
Lasting from mere seconds to several minutes, episodes may be accompanied by appari-
tions of being approached by some sort of “creature” that soon vanishes. Sleep paralysis
when partly awake happens in around 8% of young adults. Its frequency is increased by
all the usual suspects: sleep deprivation, stress, and keeping irregular hours (such as with
shift work). Treatment, other than reassurance, is usually unnecessary.
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Non-Rapid Eye Movement Sleep Arousal Disorder, Sleepwalking Type

Sleepwalking behavior tends to follow a fairly set pattern; it usually occurs during the
first third of the night, when non-REM sleep is more prevalent. Sleepwalkers first sit
up and make some sort of recurring movement (such as plucking at the bedclothes).
More purposeful behavior may follow, perhaps dressing, eating, or using the toilet. The
person’s facial expression is usually blank and staring. If these individuals talk at all, it
is usually garbled; speaking sentences is rare. Their movements tend to be poorly coor-
dinated, sometimes resulting in considerable danger. Amnesia for the episode is usual,
though this is variable.

Individual episodes last anywhere from a few seconds to 30 minutes, during which
a person will often be hard to awaken, though spontaneous awakening may occur—
usually to a brief period of disorientation. Some individuals simply return to bed with-
out awakening. Occasionally a person who goes to sleep in one location will express
surprise upon awakening elsewhere.

DSM-5 lists two subtypes of sleepwalking: with sleep-related eating, and with
sleep-related sexual behavior (sexsomnia—yes, even DSM-5 actually calls it that).
The former occurs mainly in women, and it’s not the same as night eating syndrome,
wherein the person is awake and remembers the next day. The latter, which includes
masturbation and sometimes sexual behavior with other people, is more common in
men and can have legal repercussions.

Sleepwalking may occur nightly, though the frequency is usually less. As with
nightmares and sleep terrors, don’t diagnose sleepwalking type unless the episodes are
recurrent and cause impairment or distress. And, as with so many other sleep disorders,
sleepwalking episodes are more likely when a person is tired or has been under stress.
In adults, the condition appears to have familial and genetic components.

Perhaps 6% of all children sleepwalk; in them, it isn’t considered pathological.
It usually begins between the ages of 6 and 12 and lasts for several years, with most
outgrowing it by age 15. Maybe 20% continue to sleepwalk into their adult lives; sleep-
walking affects up to 4% of adult men and women, with a typical age of onset between
10 and 15. Then it tends to be chronic until the fourth decade of life. Although adults
with sleepwalking type may have a personality disorder, sleepwalking in children has
no prognostic significance.

Ross Josephson

“I brought along a video. I thought it might help to explain my problem.” Ross Joseph-
son handed a thumb drive to the clinician. Ross lived in a dormitory with two room-
mates, who had provided the video.

Ross walked in his sleep. He supposed it had started when he was quite young,
though he hadn’t fully realized it until one hot July dawn when he was 12 and had
awakened in his pajamas, curled up on the porch swing. When he told his mother, she
remarked that she and her two brothers had all walked in their sleep when they were
young. She guessed that Ross would grow out of it, too.
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Only he hadn’t. A freshman in college now, Ross pursued his nocturnal strolls once
or twice a month. At first his roommates had been amused; the video had been a hit at
an impromptu party they had gotten up with some of the girls who lived downstairs.
They had lain awake several nights until they caught the complete sequence. Ross had
taken the joke well. In fact, he had been fascinated to see how he appeared when sleep-
walking.

But last week his roommates had become alarmed when they caught him stepping
through an open window onto the third-floor roof of their building. Other than a low
rim around the edge, there was nothing to prevent a nasty 30-foot fall into the grape ivy
below. Although they had pulled him back inside, it had not been without a struggle;
clearly, the sleeping Ross had resisted guidance.

After an interview and physical exam by one of the consultants in the student
health service, Ross had been pronounced healthy and referred to the campus mental
health clinic.

The clinician and Ross watched the video together. The image was grainy and
danced around a good deal, as if the cameraperson was trying to contain laughter. Tt
showed a pajama-clad Ross sitting up in bed. Although his eyes were open, they didn’t
appear to be focused on anything, and his face registered no emotion. At first he only
pulled—aimlessly, it seemed—at the sheet and blanket. Suddenly he swung his feet to
the floor and stood up. He slipped off his pajama top and let it fall onto the bed. Then
he walked out through the door into the hallway.

For 2 or 3 minutes, the camera followed Ross. He walked up and down the hall
several times and finally disappeared into the bathroom, where the camera did not pur-
sue. When he emerged, another young man (“That’s Ted, one of my roommates,” Ross
explained) appeared on screen and tried to engage him in conversation. Ross responded
with a few syllables, none of which was a recognizable word. Finally, he allowed Ted
to guide him gently back to his bed. Almost as soon as he lay down, he appeared to be
asleep. The entire video lasted perhaps 10 minutes.

“When they showed me this the next morning, I was amazed. T hadn’t the slightest
idea I'd done anything but sleep that night. I never do.”

Evaluation of Ross Josephson

Although sleepwalking is not considered pathological in children, adults with the
sleepwalking type of non-REM sleep arousal disorder may have a personality disorder
or other psychopathology. They should be carefully investigated with a full interview
(as should just about everyone who consults a mental health care provider). However,
occasional sleepwalking is likely to be more annoying than pathological.

Let’s quickly review Ross’s relation to the criteria for non-REM sleep arousal dis-
order. His awakenings were incomplete (almost nonexistent, actually) and recurrent
(criterion A1), during which he did sleepwalk, gazing with unseeing eyes. In the video,
his roommate didn’t exactly try to comfort him (college roommates tend more toward
Animal House than Terms of Endearment), but he did try to engage Ross in conversa-
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tion—to no avail. The vignette doesn’t specify whether Ross had dream imagery (it
should have; criterion B), but it does note that he never had any memory of the episodes
the following day (C). Although Ross was himself not distressed, his roommates were:
They didn’t want to officiate as Ross plunged from a rooftop (D).

The differential diagnosis also includes psychomotor epilepsy, which can begin
during sleep and present with sleepwalking. The dissociative condition known as the
fugue subtype of dissociative amnesia may sometimes be confused with sleepwalk-
ing, but fugues last longer and involve complex behaviors, such as speaking complete
sentences. Nighttime wandering can be found in sleep apnea. Ross had no evidence for
substance use (F).

Other nighttime disturbances and sleep disorders can be associated with sleep-
walking; these include nocturnal enuresis, nightmare disorder, and the sleep terror
type of non-REM sleep arousal disorder. Generalized anxiety disorder, posttrau-
matic stress disorder, and mood disorders can also occur. However, none of these
conditions is suggested in the vignette (F). Ross would have a GAF score of 75; his
diagnosis would be as follows:

F51.3 [307.46] Non-rapid eye movement sleep arousal disorder,
sleepwalking type

In the hundreds of years that sleepwalking has been recognized, it has amassed an exten-
sive, if inaccurate, mythology. Also known as somnambulism (which means—surprise!—
“sleepwalking”), it has been a reliable device for playwrights (paging Mr. Shakespeare)
and innumerable authors of mystery thrillers. One popular myth is that it is dangerous to
awaken a sleepwalker. Perhaps this grew out of the observation that it is difficultto do so;
in any event, | know of no evidence to support this belief.

Non-Rapid Eye Movement Sleep Arousal Disorder, Sleep Terror Type

Sleep terrors (also known as night terrors or pavor nocturnus) usually affect children,
with a typical onset during ages 4-12. When they begin in adulthood, it is usually in the
20s or 30s—hardly ever after the age of 40. As is true of nightmares versus nightmare
disorder (see p. 340), only events that are recurrent and produce distress or impairment
qualify for a diagnosis of the sleep terror type of non-REM sleep arousal disorder.

A sleep terror attack begins with a loud cry or scream during a period of non-
REM sleep, not long after the patient goes to bed. The person sits up, appears terrified,
and seems to be awake but does not respond to attempts at soothing. There will be
signs of sympathetic nervous system arousal, such as rapid heartbeat, sweating, and
piloerection (hairs standing up on the skin). With deep breathing and dilated pupils,
the person seems ready for fight or flight, aroused but not arousable. An attack usually
lasts 5-15 minutes and terminates spontaneously with return to sleep. Most patients
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have no memory of the incident the following morning, though some adults may have
fragmentary recall.

There is usually an interval of days to weeks between sleep terror attacks, though
stress and fatigue may increase the frequency. In adults, the disorder is equally com-
mon in males and females.

With a peak at age 6, prevalence is around 3% in children—Iless than that for
adults, but frequent enough not to be considered rare. In children, sleep terrors are not
considered pathological. They almost invariably grow out of them and suffer no medi-
cal or psychological pathology later in life. The adult-onset type may be associated with
some other mental condition such as an anxiety or personality disorder.

Bud Stanhope

Bud Stanhope and his wife, Harriette, had just begun marital counseling. They agreed
on exactly one thing, which was that many of their problems could be traced to Bud’s
excessive need for support. They had married when each was on the rebound, soon
after Bud’s first wife divorced him. “I felt so uncomfortable being alone,” said Bud.

His chronically low self-esteem meant that Bud couldn’t so much as start a building
project around the house without consulting Harriette. Once, when Harriette was out of
town at a convention, he even called up his ex-wife for advice. And because he was afraid
to disagree with Harriette, they never got anything resolved. “I don’t even feel I can tell
him how much it bugs me when he wakes me up with those night frights,” she said.

“Night frights?” said Bud. “I thought those stopped months ago.”

As Harriette described them, Bud’s “frights” were always the same. An hour or so
after they went to sleep, she’d awaken to his blood-curdling scream. Bud would be sit-
ting bolt upright in bed, a look of stark terror on his face. His eyes wide open, he would
be staring off into a corner or toward a wall. She was never sure if he was seeing some-
thing, because he never said much that was intelligible—only babble or the occasional
random word. He would seem agitated, pluck at his bedclothes, and sometimes start to
get out of bed.

“The hairs on his arms will be standing straight up. He’s usually breathing fast and
perspiring, even if it’s cold in the room. Once when I put my hand on his chest, his heart
seemed to be beating as fast as a rabbit’s.”

It would take Harriette 10 or 15 minutes to soothe Bud. He never fully awakened,
but would eventually lie down. Then he would almost instantly fall fast asleep again,
while she sometimes lay awake for hours. Bud would have one of these attacks every 2
or 3 weeks. Only once did it happen two nights running, and that was during one par-
ticularly bad period when he felt sure he was about to lose his job.

Evaluation of Bud Stanhope

Several features of Bud’s attacks are distinctive for sleep terrors: the evidence of auto-
nomic arousal (rapid heartbeat, sweating), occurrence soon after falling asleep, Har-
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riette’s inability to console him, his lack of full awakening, and his lack of recall the
next day. Taken as a whole, this story is virtually diagnostic, but I'll list the important
elements anyway. Bud’s episodes of arousal were both incomplete and recurrent (cri-
terion A). Harriet reported marked difficulty soothing him (A2). If he ever had dream
imagery, he did not report it (B), and he had no recall (he was surprised he was still
having the terror episodes; C). Without argument (certainly not from Bud or Harriet),
they were distressing at the time (D). We'd have to enquire further to make sure that
substance misuse played no role in his history (E). As an exercise, note how each of
these features helps to differentiate this disorder from nightmare disorder.

Although this did not happen to Bud, sleepwalking (sometimes sleep running)
occurs in many patients with sleep terrors. In adults, you may have to distinguish
sleep terrors from psychomotor epilepsy, which can also produce sleepwalking. Panic
attacks sometimes occur at night, but these patients awaken completely, without the
disorientation and disorganized behavior of typical sleep terrors.

Bud also had significant personality problems. As noted in the vignette, he required
a great deal of consultation and support (he even leaned on his ex-wife for advice when
Harriette was out of town), and he had trouble disagreeing with others. His low self-
confidence, discomfort at being alone, and rush into another marriage when the first
one ended provide a strong basis for the diagnosis of dependent personality disorder.
Other patients might qualify for borderline personality disorder. Bud’s GAF score—
61—would be based more on the personality disorder than on the arousal disorder.
Associated conditions in other patients can include posttraumatic stress disorder and
generalized anxiety disorder.

763.0 [V61.10] Partner relationship distress

F51.4 [307.46] Non-rapid eye movement sleep arousal disorder, sleep
terror type

F60.7 [301.6] Dependent personality disorder

Confusional arousals occur during the transition from non-REM sleep to wakefulness. The
person seems awake but is confused and disoriented, and may behave inappropriately
(hence the term sometimes used, sleep drunkenness).

An episode may be set up by sleep deprivation or by bedtime use of alcohol or hyp-
notics. Sometimes triggered by a forced awakening, it may begin with physical movements
and moaning, then progress to agitation during which the individual (with eyes open or
closed) calls out and thrashes about, but cannot awaken. More complex behaviors may
occur: sitting up, speaking incoherently, and performing actions that are purposeful though
illogical (and, at times, dangerous).

Beginning over a century ago, various authors have published collections of violent
crimes committed during states of confused arousal. These include at least a score of mur-
ders, mostly committed by persons who had had a personal (or, sometimes, family) history
of sleep disorder. The lack of culpability of a sleeper who killed or wounded someone was
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noted as far back as 14th-century France; the principle was affirmed in subsequent cen-
turies in Spain, the United Kingdom, and the United States.

Attempts at comfort are met with resistance and may even increase the person’s
agitation. The episode typically lasts 5—15 minutes, occasionally longer, before calm is
restored and normal sleep returns. Amnesia for the event is typical; the individual usu-
ally doesn’t even recall having a dream. When injury occurs, it may be because someone
approached or attempted to interfere with a person who was asleep. It is also important—
and reassuring—to note that, by a wide margin, most episodes of confusional arousal do
not involve aggression or violence.

Although this relative newcomer (it was first noted in 1968) is said to occur mainly
in infants and toddlers, it has also been self-reported in 3—4% of people age 15 and over.
Males and females are represented about equally; shift and night workers may be espe-
cially vulnerable.

G25.81 [333.94] Restless Legs Syndrome

Restless legs syndrome (RLS) is an evil complaint that clinicians sometimes ignore
because it seriously threatens no one; however, it inflicts exquisite torment upon its suf-
ferers. Not usually painful, it’s a nearly indescribable discomfort deep within the lower
legs that’s relieved only by movement, yielding an irresistible urge to shift leg positions
every few seconds (trust me on this). Patients will tell you that the sensation feels like
itching, tingling, creeping, or crawling, but none of these descriptors quite encapsulates
a condition that confers seemingly inconsequential misery unimaginable by someone
who's not afflicted.

With a tendency to begin before bedtime, this common disorder can delay onset of
sleep; sometimes it awakens the patient during the night. It’s associated with disturbed
sleep and reduced sleep time. Relief can come in many guises—walking, pacing,
stretching, rubbing, even riding a stationary bicycle. The trouble is that each of these
stratagems increases wakefulness. Besides causing the person to feel tired the next
day, RLS can lead to depression and anxiety. It tends to lessen throughout the night,
allowing more refreshing sleep toward morning. Overall, it worsens with time, though
it may wax and wane over a period of weeks. It’s been associated with major depression,
generalized anxiety disorder, posttraumatic stress disorder, and panic disorder.

Nobody’s really sure why RLS occurs, though it may be related to the neurotrans-
mitter dopamine. (It’s often reported by patients with Parkinson’s disease, whose basal
ganglia are compromised.) One-quarter of pregnant women report it, especially in the
third trimester. It’s also found in neurological conditions such as neuropathy and mul-
tiple sclerosis, and in iron deficiency and renal failure. RLS can be exacerbated by
medications, including antihistamines, antinausea preparations, mirtazapine (Rem-
eron), and some other antidepressants. The effects of mild obstructive sleep apnea can
sometimes look like periodic limb movements.
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If asked, perhaps 2% of people in the general population will complain of RLS
serious enough to cause impaired functioning (mostly disturbed sleep); it has even been
reported by perhaps 1% of school-age children. It's more frequent in European Ameri-
cans, and less so in people of Asian descent; the prevalence in women may be greater
than in men. It tends to begin relatively early in life (the teens or 20s). Sometimes you’ll
find a family history positive for RLS; genetic markers have been identified. A simple
interview is usually enough to make the diagnosis.

Especially alert readers may be asking themselves: Why is RLS even a sleep disorder?
What does it have to do with sleep? First, RLS has a diurnal component to it, similar to the
ebb and flow of other issues regarding sleep. Second, it can delay sleep onset; occasion-
ally it even awakens patients during the night. Finally, RLS can result in daytime hypersom-
nolence—often a cause of distress or impaired functioning. If this logic doesn’t appeal to
you straight off, | suggest that you sleep on it.

Essential Features of Restless Legs Syndrome

Unpleasant leg sensations cause an impulse to move them, which tends to relieve the
symptoms. Legs are most restless in the evening or later.

The Fine Print

The D’s: e Duration (3+ times a week for 3+ months) e Distress or disability (work/
educational, social, or personal impairment) e Differential diagnosis (substance use
and physical disorders)

Enoch Dimond

Now alone on the set, Enoch Dimond wiped at his makeup. He had twice viewed
the digital replay of the 10 P.M. news, and had cringed at what he saw: a middle-
aged anchorman whose Max Factor could barely conceal the deepening worry lines.
His wandering gaze seemed to resist gazing directly at the camera; his hooded eyes
betrayed trouble focusing on the script. He could almost visualize his feet tap-dancing
nervously beneath the polished table that served as his on-camera desk.

In fact, concentration was a big problem: Enoch could so easily drift off into rev-
erie, away from whatever was going on about him. Just last week, the floor director had
said, “What's the matter, EP Lately you don’t seem to be quite with the program—so
to speak.”
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Well, true enough, he supposed. He'd been fine until the last 3 or 4 weeks, but
lately he hadn’t enough interest to sustain a run on a small bank. (His joke was an out-
take from a special they'd recently aired on the financial system.) Always a conscien-
tious performer, now he took no pleasure in his craft; indeed, he no longer felt good
about much of anything. Even sex bored him.

Nothing had seemed to put Enoch off, just the gradual realization that his life
wasn't moving in a positive direction; he’d began to feel uneasy, a sense that “something
terrible was afoot.”

Was he depressed? That’s what his wife kept asking, but he didn’t feel depressed.
It’s not that he went around crying all the time, for God’s sake. He certainly didn’t feel
especially good. Food didn't taste right, so his appetite must have seemed a bit off. And
he’d never considered doing himself in. From a network documentary he’d introduced
a couple of months ago, he knew enough to pay attention to thoughts about dying and
suicide. “Well, you sure look depressed to me!” was his wife’s latest word on the subject.
But not, he suspected, her last.

Enoch decided he just needed to be calm. He was calm, on camera. But whenever
he started thinking about himself and his family, his insides roiled. He hoped that his
public demeanor—artificial smiles and manufactured bonhomie—concealed the mis-
ery he felt.

No, what he felt was more like pepless. Fatigued. That was it. So tired he had
trouble dragging himself out of bed, even after he’d slept his usual 8 hours. Maybe that
could explain the peculiar sort of tension in his muscles, like his biceps were coiled
springs that never, ever released. Probably because he was just too damned tired and
he couldn't relax, even in his hot tub.

That tension was different from the peculiar sensation he’d had in his legs for a
couple of years now. He could hardly sit still long enough to get through his half hour
on camera. He had worried—could it indicate some weird form of cancer, buried deep
within the calf of his leg? Legs, actually, for both of them gave him fits. Getting up and
walking around, even for a moment, relieved the sensation completely, but he couldn’t
do that when he was broadcasting. At night in bed, he so often had to get up and walk
that he felt wiped out the next day. But while working, even the relief of pacing was
denied him. “T should have been a weatherman,” he’d thought more than once. As it
was, the only on-air relief from the jittery legs was to try to rub them together under
the desk. It was worse when he was lying down, worst of all in the evening. (“Or do a
morning show.”)

Strangely (for him, because he wasn’t really a worrywart), lately he kept thinking
he’d be fired. Not that he had much reason to worry—he lived the risible cliché of being
married to the boss’s daughter. Of course, that wasnt doing him much good, either.
They hadn’t made love for a couple of months; he just didn’t feel interested, in that or
much of anything else. He felt ashamed of his physique, though Kristin said she loved
the way he looked. Still, he had reflected more than once that someone born Oliver
Schmick wasn't likely to find jobs thick on the ground.
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Evaluation of Enoch Dimond

Enoch had two problems: one with his mood, one with his legs. The former was the
more tendentious, so I'll save that discussion for later.

Enoch had all the important symptoms traditionally associated with RLS: the
peculiar, uncontrollable sensation in both legs (criterion A), which led to the irresist-
ible urge to seek relief in movement (A2), was present only when he was inactive or
resting (A1), and was worse in the evening (A3). His sleep suffered and he often felt
“wiped out” the following day (C), and its frequency and duration qualified for the
diagnosis (B)—provided that no other diagnosis seemed more appropriate (D, E). To
that end, his blood chemistries should be checked for iron deficiency anemia and renal
failure.

And so we come to the matter of Enoch’s mood. Here’s the problem: He had sev-
eral depressive symptoms (low interest, lack of pleasure, fatigue), but not enough for a
major depressive episode. He also had a feeling of uneasy anticipation combined with
tension and worry, though not enough of these to sustain a diagnosis of either panic dis-
order or generalized anxiety disorder. At one time, the authors of DSM-5 considered
a diagnosis of mixed anxiety—depression (which would require a perhaps too-delicate
balancing of criteria so as not to meet full criteria for any other mood or anxiety disor-
der). But that diagnosis was never adopted. Now, if we made any diagnosis at all, we'd
have to say that Enoch had an unidentified form of depression, described in DSM-5 as
other specified depressive disorder. If these symptoms later turned into major depres-
sion, we might add the specifier with anxious distress.

However, I'd be happy to wait a few days to see whether his depressive and anxiety
symptoms would clear up spontaneously. Sometimes weTe a tad too ready with a diag-
nosis when a tincture of time can sort things out. Being too quick off the mark can lead
to diagnosis where none is justified and treatment where none is indicated.

Actually, the problem of separating out the symptoms of multiple diagnoses occurs
pretty often and across every DSM-5 chapter. For example, how do we decide whether
the peculiar sensation in Enoch’s legs was due to agitated mood disorder or something
else entirely? Two principles should guide us away from the former interpretation: (1)
Enoch’s motor activity was not generalized, but limited to his lower extremities; (2) and,
more importantly, it preceded the other mood and anxiety symptoms by at least a year.
All in all, I'd give Enoch Dimond only the one firm diagnosis, though we should real-
ize that it is not at all a benign one: RLS can lead to insomnia and other complications.
I'd also assign a GAF score of 61. If my record room demanded a coded diagnosis, I'd
waffle a bit and use other specified depressive disorder, as you can see below. But I'd
try to hold out for “wait and see.”

F32.8 [311] Other specified depressive disorder, depressive episode
with insufficient symptoms
G25.81 [333.94] Restless legs syndrome
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F51.5 [307.47] Nightmare Disorder

Despite the name, nightmare disorder never had anything to do with lady horses; that
historical mare, which dates at least to the 13th century, was a goblin that sat on your
chest and caused awful dreams. Because most contemporary nightmares quickly bring
us full awake, we tend to recall them vividly. They are usually about something that
threatens either our safety or our self-esteem. When someone repeatedly has long, ter-
rifying dreams of that sort, or suffers from daytime sleepiness, irritability, or loss of
concentration, a diagnosis of nightmare disorder may be warranted.

Nightmares develop during REM sleep, most of which occurs toward the end
of the night. (Onset early during the sleep period is noteworthy enough to earn a
specifier.) They can be increased by withdrawal from REM-suppressing substances;
these include antidepressants, barbiturates, and alcohol. Although some degree of
rapid heartbeat is common, people with nightmares generally have fewer symptoms
of sympathetic nervous system arousal (perspiration, rapid heartbeat, increased blood
pressure) than do sufferers from the sleep terror type of non-REM sleep arousal
disorder.

Childhood nightmares, especially those that occur in young children, have no
pathological significance. About half of all adults report nightmares at some time or
other. The number who have enough nightmares to be considered pathological is
unknown, though perhaps 5% of adults claim to have frequent nightmares. They may
be more common in women than in men. To some extent, the tendency to have night-
mares may be inherited.

Although adults with frequent nightmares probably have a tendency to psycho-
pathology, there is no consensus among sleep experts as to what that psychopathology
might be. (When it is sorted out, it may turn out that the pathology has more to do with
who complains than with the actual nightmare experience.) Vivid nightmares some-
times precede the onset of a psychosis. However, most nightmares may be an expected
(and hence normal) reaction to stress; some clinicians believe that they help people to
work through traumatic experiences.

At least half the population has had a nightmare at one time or another. So do all of these
people (that is, do we) have a sleep—wake disorder? As with so many other conditions,
making this decision is a matter of quantity (number of nightmare episodes) and of the
reaction a patient has to the episodes. These factors must then be filtered through the
judgment of the clinician. Sweet dreams.
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Essential Features of Nightmare Disorder

The patient repeatedly awakens, instantly and completely, from terrible dreams that
are recalled in frightening detail.

The Fine Print

The D’s: o Distress or disability (work/educational, social, or personal impairment) e
Differential diagnosis (substance use and physical disorders,; non-REM sleep arousal
disorder, sleep terror type; REM sleep behavior disorder; other mental disorders)

Coding Notes
Specify if:

During sleep onset
Specify if:

With associated non-sleep disorder
With associated other medical condition
With associated other sleep disorder

Specify if:

Acute. Has lasted less than 1 month.
Subacute. Has lasted 1-6 months.
Persistent. Has lasted 6+ months.

Specify severity:

Mild. Less than once a week.
Moderate. 1-6 episodes per week.
Severe. Every night.

Keith Redding

“I wouldn’t have come at all, but the other guys made me.” Keith Redding twisted his
garrison cap in his fingers and looked embarrassed. “Two of them are waiting out in the
hallway, in case theyre needed for information. I think they really stayed to make sur